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COLLECTIVE REVIEW 


URETERAL CALCULUS 


By W. FRANK FOWLER, M.D., anp JULIUS L. WATERMAN, M.D., Rocuester, New York 


ANY points concerning stone in the 
| ureter remain unsettled. The diagnosis, 

in particular, presents difficulties. There- 
fore a summary of our present knowledge seems 
justified. 

We are reminded by Keyser and Braasch (1) 
that speculation regarding the formation of uri- 
nary calculi has flourished since Hippocrates, yet 
the cause of the phenomenon remains unknown. 
Keyser and Braasch, in an admirable survey 
of the thecries of etiology, conclude from a study 
of the literature that geographic distribution, 
race, heredity, age, diet, sex, and trauma have 
little bearing, but Ochsner (2) presents striking 
clinical evidence that the drinking of distilled 
water may prevent recurrences. 

Keyser and Braasch believe that the clinical 

evidence of the cause of stone points to a local 
mechanism at work in the pelvis of the kidney. 
“The frequent occurrence of demonstrable foci 
of infection in patients with calculi, and the al- 
most universal finding of infected kidneys asso- 
ciated with stone lend tremendous weight to the 
idea of a specific stone-forming infection. 
There is little direct evidence that anatomical 
factors or stasis can initiate the stone-forming 
process, but their frequent association with calcu- 
lus makes it seem likely that the stone-forming 
mechanism may work to better advantage under 
such conditions.” 

Hunner (3), on the other hand, states that ure- 
‘eral stricture and the resultant stasis are im- 
portant factors in the formation of calculi. Con- 
cerning the frequency of occurrence, Bugbee (4) 
observes that ureteral calculi are common. 





Regarding the site of stone formation, Braasch 
and Moore (5), Geraghty and Hinman (6), Bug- 
bee and Keyes (7) stress the renal origin of calculi. 
Judd (8) states, however, that apparently small 
stones may occasionally form in the ureter, 
possibly at the site of a stricture. Lespinasse (9) 
observes that ureteral stones are rarely formed in 
the ureter, but Hunner believes that they often 
arise primarily in a ureteral stricture. 

Geraghty and Hinman state that the points 
at which stones are most apt to lodge are the 
three narrowings along the course of the normal 
ureter, the first at the ureteropelvic junction, the 
second where the ureter bends into the pelvis, 
and the third at the point of juncture of the ure- 
ter with the bladder, but that the factors in- 
fluencing the migration of a calculus along the 
ureter are numerous. For example, a stone may 
be arrested by abnormal contraction or its rough 
surface may catch in the mucosa or produce in- 
jury causing obstructive congestion or oedema. 
Sometimes local infection is responsible, or the 
calculus may be caught in a diverticulum. Fi- 
nally, the variation in the contractility of ureters 
and their varying reactions to the trauma of cal- 
culi influence the passage of the stones. 

Keyes adds that a stone may be arrested by 
a stricture. The shape of the stone rather than 
its size determines its liability to retention. 
Bugbee has observed that calculi may become 
lodged at almost any point along the ureter. 
Observers agree, however, that they are most fre- 
quently arrested in the lower ureter. Judd, for 
example, found 198 stones in the lower third of 
the ureter, fifty-three at the ureterovesical junc- 
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tion, and thirty-two in the intramural portion. 
Jeanbrau (10), in 204 observations, found the 
stone in the pelvic ureter in 51 per cent. Bugbee 
found eighty-six of a series of 107 ureteral calculi 
lodged in the lower 12 centimeters, and sixty- 
five of these in the last 6 centimeters. Braasch 
and Moore observed that, quite strangely, im- 
pacted calculi were not lodged exactly at the 
points of normal ureteral narrowing but were ar- 
rested a short distance above them. Bugbee 
states that few calculi pass through the lower 3 
centimeters of the ureter without becoming im- 
pacted at least temporarily. Judd encountered 
bilateral ureteral calculi in only five of 400 cases. 

The subjective manifestations of ureteral cal- 
culus vary. Bugbee observes, for example, that 
eighty-six of 107 patients with ureteral stone gave 
a history of pain on the affected side, and four, 
a history of referred pain on the opposite side; 
sixty-five had a definite colic, forty-five re- 
porting from two to eleven attacks; and thirty- 
five gave a history of having passed calculi. 
Braasch and Moore state that pain caused by 
stone in the ureter is due to two factors: (1) 
intrarenal tension resulting from urinary ob- 
struction, and (2) localized changes due to in- 
fection. Mechanical irritation caused by the stone 
itself seldom produces pain. 

In a series of 294 cases of ureteral stone analyz- 
ed by Braasch and Moore the pain was referred 
chiefly to the kidney region in 197, to the upper 
abdominal quadrant in forty-five, to the region 
of the lower ureter in twenty-eight, and to the 
suprapubic area in three. There was no definite 
radiation of pain in sixteen cases, and no pain 
whatever in five cases. Eisendrath (11) also ob- 
serves that, in the absence of colic, the fixed 
pain associated with ureteral calculus is spread 
over a wide area of the abdomen and is with- 
out characteristic localization or radiation. The 
diagnosis is not apt to be made solely from the 
subjective symptoms. Braasch (12) states that 
in view of the symptomatic obscurity of ureteral 
stone it has become a rule at the Mayo Clinic 
to make a roentgen-ray examination under the 
following conditions: (1) when abdominal pain 
is not definitely localized, as, for example, in the 
gall-bladder, the appendix, or the pelvis; (2) 
when, though the pain is definitely localized in 
these parts, there is pus or blood or a history of 
pus or blood in the urine; and (3) when, in the 
absence of abdominal pain, there is a history of 
pus or blood or the presence of microscopic pus 
or blood in the catheterized specimen. Geraghty 
and Hinman state that it is impossible to deter- 
mine the position or even the presence of a 


ureteral calculus from the character and location 
of the pain, and that for the diagnosis we have 
come to depend almost entirely upon the data 
furnished by special methods of exploration and 
examination. 

Bugbee observes that of sixty-five patients with 
a stone lodged in the last 6 centimeters of the 
ureter, fifty-six complained of urinary symptoms, 
and Braasch and Moore state that vesical irri- 
tability was present in 218 of 294 cases of ureteral 
calculus. Although these and other symptoms 
are significant, Lewis (13) informs us that the 
syndrome of ureteral stone is not a reliable basis 
for diagnosis. Its chief value consists in suggest- 
ing methods of investigation which should prove 
determinative. According to Young (14), a 
stone may be silent or may simulate various uri- 
nary lesions or lesions remote from the urinary 
tract. Sometimes a typical syndrome is present 
in the absence of stone. Indeed according to 
Young, it is in the symptomatically atypical case 
rather than the so-called typical case that a 
ureteral calculus is found. 

Ochsner, however, considers a carefully taken 
history as the most important element in the 
diagnosis since diagnoses based upon such his- 
tories are most frequently confirmed by the roent- 
genological and other laboratory findings. 
Sanes (16) remarks that in a good history one 
can always find data that suggest an investiga- 
tion of the urinary tract. 

A diagnostic complication of importance is 
the silence of ureteral stone which sometimes 
is prolonged. Cabot (15) states encouragingly, 
however, that in spite of the unreliability of single 
signs and symptoms it would be fairly safe to 
assume that the absence of characteristic colic, 
a normal] urine, and a negative X-ray examina- 
tion is a combination of extreme rarity. Keyes 
observes that the diagnostic difficulty involves 
only the smallest stones; the others will be re- 
vealed by the roentgenogram or by the wax 
bulb or will give rise to secondary changes such 
as dilatation discoverable by pyelography and 
ureterography, deficiency of renal function, or 
infection. Judd, also, stresses the fact that the 
combination of X-ray investigation and the use 
of the wax tip has considerably reduced the pos- 
sibility of error. 

Regarding palpation of the stone, Braasch 
and Moore state that this is rarely possible 
through the abdominal wall, although in one in- 
stance a calculus could be rolled under the hand 
on deep pressure in the inguinal region. Upon 
removal, this stone was found to be 4 inches long 
and 1 inch in diameter. Israel (17) felt a stone 
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through the vagina and rectum in 39 per cent of 
his cases. Braasch and Moore were able to 
palpate through the rectum only three of forty- 
eight calculi in the lower ureter in males and to 
palpate through the vagina only seven of thirty- 
two calculi in females. They state that if a stone 
is to be definitely felt through the vagina it must 
be at least a centimeter in diameter and situated 
within or immediately adjacent to the bladder 
wall. Bugbee palpated a calculus through the 
vaginal vault in eleven cases, and through the 
rectum in males in four cases. In one of the 
writers’ cases the calculus felt stony hard in 
sharp contrast to the surrounding tissues and 
was detected very easily. Of bilateral ureteral 
stones palpated through the vaginal vault by 
Barringer (18), one felt hard but the other seemed 
less dense. Parker (19) felt an enormous calculus 
through the rectum in a man and recognized it 
as a foreign body. Braasch and Moore note, 
however, that, in the male, inflammatory indu- 
rations or swellings about the prostate or seminal 
vesicles may prove confusing in rectal palpation. 
It appears, therefore, that the stony hardness 
of calculi is not always manifest to the examin- 
ing finger. 

Urinalysis, according to Braasch and Moore, 
is not of great value in the diagnosis of ureteral 
calculus since a few red blood cells or pus cells 
are found in the urine in cases of slight lesions of 
the lower urinary tract. Their presence, however, 
demands an X-ray investigation of the entire 
tract. Geraghty and Hinman, on the other hand, 
note that red blood corpuscles are rarely absent 
in the presence of a stone. Blood in the urine, 
either evident or microscopic, does not, of 
course, prove the presence of stone, but its 
complete absence strongly indicates the absence 
of a calculus. In this, Harpster (20) and Fowler 
(21) concur. Braasch and Moore state that gross 
hematuria was reported in forty-one of 294 cases 
of ureteral stone. 

Roentgenography, according to Geraghty and 
Hinman, is the most important aid in the detec- 
tion of ureteral calculi. In a series of sixty-seven 
cases the X-ray missed the stone in only fifteen 
(22.4 per cent). Judd states that it revealed the 
calculus in 60 per cent of 400 cases, and Cabot 
reports only eight negative X-ray examinations 
in 127 cases, a failure of 6 per cent. Cabot be- 
lieves, however, that the average failure is about 
15 per cent. Bugbee received positive X-ray 
reports in fifty-six of seventy-eight cases, and 
Young states that the percentage of failure in 
examinations made by skilled roentgenologists 
varies from 6 to less than 1 per cent. In a review 


of the literature Merritt found that the X-ray 
findings were positive in about 75 per cent of 
the cases. 

Regarding the causes of error in the X-ray 
diagnosis of ureteral stone, Braasch and Moore 
state that more failures are due to incorrect 
interpretation of shadows than to failure to show 
them. Roentgenographic data alone can be re- 
lied upon to diagnose ureteral calculus in not 
more than 60 per cent of the cases. The causes 
of failure are: 

1. Errors in the roentgenographic technique. 
These cannot be completely eliminated. 

2. The shadow of the pelvic bones which may 
obscure the stone shadow. Sometimes a change 
in the angle of the ray will exclude the shadow 
of the bones. 

3. The small size of the stone. A calculus 
may be so small that its shadow will be misinter- 
preted or overlooked in the roentgerozgram. In 
this connection it may be said that observers 
agree that the size of the stone bears no rela- 
tionship to the severity of the symptoms. 

4. Absence of calcium in the stone. Stones 
of this variety, which are rare, throw no shadow. 
Geraghty and Hinman state, however, that in 
one case with a stone in the upper Jumbar portion 
of the ureter, and in another with a stone in the 
pelvic portion of the ureter, excellent roentgeno- 
grams were negative although analysis showed 
one stone to consist chiefly of calcium phosphate 
and carbonate and the other of calcium phosphate 
and oxalate. 

Graves (23) reports an instructive case in which 
the ureteral catheter met an obstruction 3 centi- 
meters from the bladder and the ureterogram with 
the catheter im situ revealed an oval area of de- 
creased density within the shadow of the filled 
ureter at the tip of the catheter and a well-marked 
ureteral dilatation above this area. The patient 
passed a stone a few days after leaving the 
hospital. In another case in which Graves ob- 
served a similar phenomenon in the renal pelvis 
a stone composed of pure cystin was removed 
from the kidney pelvis by operation. Graves 
states that following the injection of an opaque 
solution into the ureter and renal pelvis, invisible 
stones may sometimes be shown by negativity. 

Merritt reminds us that the chief confusing 
shadows revealed by the X-ray are those due to 
phleboliths and pathologic lymph nodes. Ac- 
cording to Eisendrath, an alternation of darker 
and lighter areas in the shadow is quite char- 
acteristic of calcified lymph nodes. Gall-stones 
also are of varying density as their shadows usual- 
ly have a dark periphery and a lighter center. 
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The shadows of ureteral calculi are uniform. 
Braasch and Moore state, however, that such 
data cannot always be relied upon. Adams (24) 
observes that the shadows of ureteral calculi 
are usually elongated or bean-shaped and have 
one pointed extremity, while those of phleboliths 
are spherical. Doubt may usually be dispelled 
by the passage of the shadowgraph catheter. If 
the diagnosis is then not clear, resort may be 
had to the ingenious method of Kretschmer (25), 
whereby a double exposure on the same plate 
with the catheter in situ is obtained by moving 
the tube slightly and retaking while the patient 
and the plate remain stationary. 

Young notes that stereoscopic plates possess 
value, but Braasch and Kretschmer remind us 
that such plates occasionally mislead, in which 
event the ureterogram is more informative. 

When the roentgenogram fails to reveal the 
stone Eisendrath follows the suggestion of 
Kuemmal, injecting merely enough solution 
through the catheter to coat the calculus and in- 
tensify its shadow. Eisendrath mentions also 
the value of ureterography and pyelography in 
showing the localized dilatation about the stone 
and the dilatation of the ureter and kidney pelvis 
above it. Geraghty and Hinman report an in- 
stance in which ureterograms, by incidental 
accentuation of the shadow, disclosed a hitherto 
‘unrevealed ureteral stone. Eisendrath states that 
when a suspected shadow is obscured by reason 
of its position over the*shadow of the sacrum, a 
careful examination should be made of the dry 
plate and another roentgenogram should be 
taken from an angle which will free the suspected 
shadow from that of the bone (Braasch and 
Moore). 

Geraghty and Hinman employ the wax tip if 
there is question regarding the extra- or intra- 
ureteral location of a shadow or if the X-ray 
fails to reveal a suspected stone. They believe 
that the use of the wax tip is the most accurate 
method of detecting ureteral calculi, provided 
the wax is protected from scratches before it 
enters the ureter. In two years six stones which 
had been missed by the X-ray were revealed by 
this method. Keyes observes, however, that 
very small stones occasionally escape detection 
even by the wax bulb. Keyes missed three, and 
Geraghty and Hinman missed one which lay in 
a ureteral pouch but was later visualized by the 
ureterogram. 

Regarding the differential diagnosis, Braasch 
and Moore state that the radiation of pain to 
the upper abdominal quadrant in a number of 
instances was so characteristic of gall-bladder 
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disease that in the absence of urinary findings 
surgical exploration of the gall-bladder would 
have been justifiable without a preliminary 
roentgenographic examination, and in some cases 
the referred pain of stone in the lower ureter 
may be so suggestive of appendicitis that, if the 
urinalysis is negative, an exploration of the appen- 
dix might be justifiable without preliminary 
roentgenographic examination. Eight patients 
of 294 gave a history so suggestive of intestinal 
obstruction that three of them had been operated 
upon elsewhere for that condition. In twelve 
cases the chief complaints were nausea, epigas- 
tric distress, and indigestion. 

Observers agree regarding the frequency with 
which sufferers from ureteral calculus undergo 
unnecessary operations based upon erroneous diag- 
noses. Eisendrath, therefore, stresses the impor- 
tance of a study of the urinary tract in every 
thorough examination of the abdomen, especially 
when there is a history of colic, fixed or radiating 
pain, or macroscopic or microscopic hematuria. 
Young concludes that in all cases with indefinite 
symptoms, such as recurrent or chronic pain in 
the abdomen or back, even those presenting a 
definite orthopedic abnormality, a careful, re- 
peated examination of the urine should be made, 
including the microscopic examination of the cen- 
trifugalized sediment, regardless of the presence or 
absence of albumin. In the female, a catheter speci- 
men isessential. Whenever operation is considered 
in any one of this group of cases, roentgenoscopy 
is also necessary. Bugbee observes that calculi 
in the lower ureter may cause symptoms so like 
those of appendicitis that it has become almost 
routine to pass a ureteral catheter in all cases of 
pain on the right side. In the diagnosis of calculi 
jodged in the upper ureter gall-stone colic and acute 
gastric and intestinal conditions must be excluded. 
Pelvic disease and acute intestinal lesions must be 
differentiated from calculus in the lower ureter. 
Ochsner warns us that we must consider all points 
as a whole and should place no weight on negative 
findings obtained by any one of the various diag- 
nostic methods employed. The inconclusiveness 
of single diagnostic measures is indicated by Judd 
in the observation that the roentgenogram and 
obstruction of the ureteral catheter alone are 
suggestive in only 60 per cent of the cases. 

The difficulties in the differentiation between 
ureteral calculus and appendicitis are well exem- 
plified by the observation of Kielleuthner (26) 
that in both conditions the pain may be localized 
at McBurney’s point. The gastro-intestinal 
symptoms, arrest of peristalsis, vomiting, meteor- 
ism, bladder symptoms, and dysuria are common 
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to both affections. Increased temperature and 
rapid pulse may also be present in both. Appar- 
ently, even the diagnosis of acute appendicitis 
may occasionally fall under suspicion. The 
writers contend that a diagnosis of chronic ap- 
pendicitis is never tenable unlessa roentgenogram 
of the right ureter is negative. If at operation 
the appendix then appears normal, the lower 
ureter should be palpated through the incision. 

Concerning the differentiation between ureteral 
stone and other conditions within the urinary 
tract which simulate it, Eisendrath reminds us 
that any lesion which causes a sudden increase 
in intrarenal tension will induce symptoms 
identical with so-called renal colic. Such an 
increase of pressure may occur: (1) when parti- 
cles of tumor mass, blood clots, or pus detritus 
escape into the ureter; (2) in cases of renal or 
ureteral infection; (3) in nephritis; (4) in ureteral 
stricture; and (5) in kinking of the ureter such 
as that due to a movable kidney or compression 
of the ureter by an accessory artery to the lower 
pole of the kidney. 

Concerning the relative size of calculi as 
regards their location, Braasch and Moore state 
that the larger stones usually lodge in the upper 
ureter. Those observed by Braasch (28) in the 
lower ureter average about 1 centimeter in length 
and .5 centimeter in width. Of particular interest, 
therefore, are the unusual reports in the literature 
of giant calculi in the lower ureter. Parker, for 
example, removed by suprapubic cystotomy a ure- 
teral stone weighing 34 ounce, and Tuffier (29) re- 
moved by the same method a calculus even larger. 
Buerger (30) removed two large calculi, one a 
club-shaped stone 2% inches in length and 1% 
inches at its widest end, and the other 4 inches 
in length. Braasch and Moore palpated a stone 
through the abdominal wall in the inguinal area 
which, on removal, was found to be 4 inches long 
and 1 inch in diameter. Kidd (31) removed a cal- 
culus weighing 1 ounce, and Ley (32) removed one 
weighing 2 ounces and 2 drams. Abell (33) reports 
the removal of a stone 7.5 centimeters in length, 7 
centimeters in circumference at its largest part, 
and weighing 24 grams. Abell has gathered from 
the literature reports concerning other large cal- 
culi. Pool (34) reported an unusual case of mul- 
tiple calculi and pyonephrosis; twelve stones lay 
in a pouch of the pelvic ureter like eggs in a nest. 

Concerning ureteral stricture, Caulk and 
Fischer (35) demonstrated experimentally, by ty- 
ing off the ureters in dogs, that the lumen of the 
ureter invariably became re-established in from 
six to eight weeks after ligation with catgut. 
They conclude, therefore, that ureteral strictures 


are rare. From the clinical standpoint Judd 
observes that, even when the stone has ulcerated 
through the ureteral wall and lies in an abscess 
cavity, there is little or no evidence of organic 
stricture. 

Regarding the fate of ureteral stones, Braasch 
and Moore stated in 1915 that most calculi 
probably pass spontaneously, and more recently 
Braasch (36) stated that 75 per cent are apt to 
pass unaided. According to Bugbee, 50 per cent 
of ureteral stones will pass. Bevan (37) believes 
that unless urgent symptoms arise, calculi the 
size of a coffee berry or smaller should be left 
alone as many of them will pass normally. Sta- 
tistics gathered by Geraghty and Hinman show 
that a large percentage of small stones in any 
portion of the ureter will be spontaneously ex- 
pelled, and Ochsner observes that the primary 
stone will usually pass if it becomes started. 

Concerning cystoscopic measures designed to 
assist the passage of ureteral stones, Ehrich (38) 
reminds us that Lewis suggested these methods 
in 1904 but urologists for some time failed to 
appreciate their value. The methods enumerated 
by Braasch and Moore are: (1) catheter manipu- 
lation, (2) the injection of sterile glycerin or oil, 
(3) fulguration, (4) ureteral dilatation, (5) cut- 
ting of the meatus, and (6) the use of ureteral 
forceps. Lespinasse has devised an ingenious 
dilating stone or cork with a central perforation 
for the passage of the urine. Judd (39) states 
that the cystoscopic technique is so successful 
that in the majority of cases of stone in the lower 
third of the ureter it must be considered the 
treatment of choice. Merritt observes that fully 
go per cent of ureteral stones may be removed 
by conservative methods, and Bugbee believes 
that 75 per cent will be passed following intra- 
ureteral manipulation. Young states, however, 
that a relatively large percentage of the ureteral 
calculi he observes are apparently too large to 
pass spontaneously or in response to non-opera- 
tive measures. 

With regard to the effect upon the kidney of 
retained ureteral stones the problem of obstruc- 
tion must be considered. According to Bugbee, 
sudden, complete occlusion of the ureter may 
cause immediate cessation of renal function or 
hydronephrosis from continued function without 
exit for the urine. Partial, incomplete, or recur- 
ring ureteral obstruction causes slow dilatation 
of the ureter, the renal pelvis, and the calyces, 
back-pressure upon the urinary tubules, conges- 
tion of the kidney parenchyma with varying 
degrees of decreased function, and always, unless 
relieved, infection and finally kidney destruction. 











Barney (40) states that sudden complete occlusion 
of one ureter, either experimental or clinical, may 
produce no symptoms and that uninterrupted 
recovery will follow in 21 per cent of the cases. 
Pain and tenderness in the kidney subsiding 
spontaneously is to be expected in 26 per cent. 
Infection of the kidney due to or aggravated by 
occlusion requires subsequent nephrectomy in 
15 per cent of the cases. One ureter may be com- 
pletely blocked for ten days without destroying 
the integrity of the kidney. Of 15 cases in which 
the subsequent condition of the kidney was 
investigated, moderate hydronephrosis was found 
in 80 per cent. The effect upon the kidney of 
complete ureteral obstruction was well demon- 
strated by Caulk and Fischer in their bilateral 
ureteral ligations in dogs. Invariably the kidney 
relieved by drainage (nephrotomy) remained 
well preserved whereas the undrained kidney soon 
became hydronephrotic. If the kidney is to be 
conserved the obstruction must be relieved within 
two weeks. As the period of observation is usu- 
ally six months in length, Keyes collected the 
reports of cases in which a stone remained in the 
ureter longer than six months after the original 
colic without causing permanent damage to the 
kidney. These were as follows: nine to twelve 
months, five cases; twelve to eighteen months, 
three cases; and eighteen to twenty-six months, 
six cases. Keyes does not cite these figures as a 
guide to treatment. Merritt and Lespinasse 
agree that for the preservation of the kidney 
all ureteral stones should be promptly removed, 
preferably by conservative methods. 

The emergency created by ureteral obstruc- 
tion of the sole remaining kidney, the only 
functioning kidney, or both kidneys is obvious. 
Facts to be borne in mind in the treatment of 
cases of bilateral stone are given by Keyes as 
follows: 

1. The kidney with the better function should 
be operated on first. 

2. The kidney showing acute symptoms is 
usually the sounder organ. 

3. Impaction of a stone in the ureter of the 
sounder kidney may temporarily reduce its 
function below that of its fellow. Under such 
conditions it is safer to operate first upon the 
side with the ureteral stone. 

4. Simultaneous bilateral operation may be 
attempted if the patient’s condition is relatively 
good and the first operation not unduly long. 

5. In an emergency, such as anuria, the sole 
object of operation should be to establish drain- 
age of the kidney, usually by pyelotomy. In 
cases of anuria the operation should be bilateral. 
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Frank (41) describes anuria due to unilateral! 
obstruction by a calculus. According to Morris 
(42), Watson (43), and others, the unobstructed 
kidney in such cases is never normal, but Gotz! 
(44) produced anuria by the ligation of a single 
ureter in dogs with presumably normal kidneys. 
Frank believes that anuria may be due to sudden, 
intense congestion of the unobstructed normal 
kidney resulting from inability of the efferent 
vessels to carry off the blood and the consequent 
stoppage of the urinary excretion. Tolerance 
for anuria of the obstructive type is surprising. 
Harpster cites the case of a man who lived with 
this condition for twelve days. Demon (45) re- 
ports a case operated upon the eleventh day, 
Chevalier (46) a case operated upon the four- 
teenth day, Paget (47) a case operated upon the 
twentieth day and Russell (48) a case operated 
upon the twenty-eighth day. In each instance 
the patient recovered. Nevertheless, Frank 
warns us that relief should be afforded promptly, 
preferably by pyelotomy on the obstructed 
side. As confirmation of his theory Frank reports 
a case of anuria in which three small stones were 
lodged low in the left ureter. Through a catheter 
passed up beyond the two lower stones a little 
turbid urine escaped. When a catheter was passed 
to the right kidney pelvis no urine flowed, and 
the catheter was therefore removed. The catheter 
on the left side was left in place. The following 
day urine in moderate amount was passed through 
the indwelling ureteral catheter and also through 
the urethra. Recovery followed. Frank believes 
that unilateral calculous anuria is not infrequent 
as he has seen five cases and has collected 188 
reports of the condition from the literature. 
Regarding the treatment of cases of uncompli- 
cated ureteral calculi Judd voices the prevailing 
opinion that smal] stones, particularly those in 
the lower ureter, will usually pass spontaneously 
or may be caused to pass by conservative methods. 
The delay of open operation should not be 
unduly prolonged, however, because of the danger 
of kidney destruction. Radical measures are indi- 
cated by the following conditions: (1) stones 3 
centimeters or more in diameter, (0.5 centimeter in 
diameter, Keyes), (2) acute impaction with con- 
tinuous obstruction, (3) acute renal infection, (4) 
the patient’s intolerance to cystoscopic manipula- 
tion, and (5) anatomical deformity. For extreme 
cases in which the kidney has been destroyed 
Judd advises nephrectomy leaving the stone i 
situ. Twice, however, he has been compelled to 
remove the stone from the ureter later because 
of pain. Braasch (49) states that following 
nephrectomy a large, irregular ureteral stone 




















should always be removed at a second operation. 
In the series of 400 cases of ureteral stone reported 
by Judd, fifty-one nephrectomies were done. 
According to Keyes, large stones impacted in the 
ureter invariably call for nephrectomy as the 
kidney is destroyed. Judd states that in the 
absence of acute renal infection conservative 
methods are in order. Weare thus confronted with 
the problem of whether or not to remove a func- 
tionless, hydronephrotic organ. The observa- 
tion of Caulk and Fischer that kidneys die and 
atrophy following accidental ligation of the ureter 
without apparent impairment of health is sug- 
gestive. 

Concerning the contra-indications to operation 
Braasch states that unless the symptoms are 
decidedly acute, operation should not be under- 
taken if the renal function is low. Unless the 
surgical conditions are urgent, operation is inad- 
visable in the presence of chronic nephritis, but 
when there is bilateral pyelonephritis stones 
should be removed even though the symptoms 
are mild. Operation during the later months of 
pregnancy is inadvisable unless necessitated by 
acute symptoms. 

In discussing the incision Judd advocates the 
Mayo kidney incision for stones located at the 
uretero-pelvic junction or anywhere in the upper 
third of the ureter, a straight rectus incision with 
extraperitoneal approach for a stone or stones 
in the lower two-thirds on one side, and a mid- 
line incision with extra-peritoneal approach for 
bilateral calculi. The writers favor the Gibson 
incision to approach the lower ureter. This 
begins a finger-breadth above the symphysis in 
the median line, passes outward parallel to 
Poupart’s ligament, and follows the pelvic curve 
upward to a point slightly medial to, and 1% 
inches above, the anterior-superior spine. The 
fascia of the external oblique is incised along the 
same line and the flap dissected inward. An 
incision is then begun above across the thin fibers 
of the internal oblique at their juncture with the 
rectus and is continued obliquely downward 
along the edge of the rectus through the trans- 
versalis fascia and the conjoined tendon. The 
deep epigastric vessels are severed and tied and 
the unopened peritoneum is reflected toward the 
median line. Watson (50) utilizes a somewhat 
lengthened McBurney incision with an extra- 
peritoneal approach for calculi in the parietal 
portion of the pelvic ureter. Battle (51) de- 
scribes a method applicable to stones in the pelvic 
portion of the ureter whereby through one in- 
cision the stone is located and fixed with the fin- 
gers of one hand intraperitoneally and with the 
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other hand the peritoneum is freed from the ab- 
dominal wall until the ureter is exposed. The 
stone may then be removed extraperitoneally. 
Transperitoneal ureterolithotomy is nearly or 
quite obsolete. Lowsley (52) has devised a peri- 
neal route to the lowest part of the ureter in the 
male, and Bevan has used a similar approach. 
Bryant (53) in 1908 described the vaginal removal 
of ureteral calculi. Keyes (54) stated in 1910 
that a large stone near the bladder may be removed 
through the vagina, but if it is at all movable 
it is fixed in position with great difficulty and 
may slip up the ureter out of reach. Recently, 
however, there has been scant mention of the 
method. Ochsner observes that he has used it but 
once. In enumerating the methods of reaching 
ureteral stones in the pelvic ureter, Watson 
states that most of the parasacral, rectal, peri- 
neal, and vaginal routes have been abandoned be- 
cause of the danger of infection and the difficul- 
ties of technique. 

Regarding the points of practical value in the 
technique of ureterolithotomy Lewis suggests that 
preliminary catheterization may facilitate the 
finding and identification of the ureter and stone, 
and Judd reminds us that the ureter usually may 
be found adjacent to the posterior surface of the 
peritoneum. Judd also emphasizes the inaccessi- 
bility of stones deep in the pelvis. Fortunately 
calculi lodged near the bladder are usually of 
fair size since the small ones as a rule pass spon- 
taneously or may be made to pass by non-opera- 
tive measures. The writers surmise that if 
remote stones are large enough to be readily pal- 
pated, they can generally be freed and worked 
upward to a more accessible position by the 
fingers extraperitoneally through any of the 
sufficiently ample suprapubic incisions. 

Bevan notes the tendency of ureteral stones to 
slip out of the fingers and become lost. In this 
event it may be necessary to make a second 
incision over the kidney in order to reach the 
wandering calculus in the upper ureter or the 
kidney pelvis. Bevan suggests the use of blunt 
hooks about the ureter, one above and one below 
the stone, to fix it for removal. The writers have 
used guy sutures. In this connection Hunter (55) 
reports a remarkable case in which the cigar- 
shaped shadow of a calculus deep in the pelvis 
was twice shown by the X-ray at intervals but 
in each instance exploration of the lower ureter 
was negative. Later the stone was removed from 
the kidney pelvis. Apparently, when the patient 
was up and about, the calculus gravitated to the 
lower ureter, but after she had been confined to 
bed for a short time it returned to the kidney pel- 
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vis. Braasch and Moore state that when there 
is an interval between the examination and the 
operation a second X-ray examination should be 
made just prior to the operation to determine 
whether the stone has been passed or has altered 
its position. 

Lewis warns us that complete stripping of the 
ureter is inadvisable because it interferes with 
the blood supply. Abell was impressed in one 
case by the fibrolipomatous thickening about 
the ureter which rendered difficult its separation 
from the surrounding structures. Bevan states 
that suture of the ureter is unnecessary since the 
leakage of urine is usually slight. Gibson and 
Judd, however, prefer to suture the ureter. 
Drainage with rubber rather than gauze should 
always be employed. Braasch observes that 
usually there will be no leakage from the bladder 
by way of the remaining ureter following nephrec- 
tomy. In two instances, however, such leakage 
necessitated ureterectomy. 

Regarding the mortality of operations for the 
removal of ureteral calculi Keyes observes that 
ureterotomy is almost devoid of danger, and 
Judd reports only two deaths following operation 
in 400 cases even though nephrectomy was per- 
formed in fifty-one instances. 

Concerning the cure of cases of ureteral cal- 
culi Cabot states that of twenty-one patients oper- 
ated upon, fifteen (71 per cent) were well and 
six (28 per cent) were not well. The criteria of 
cure were a normal urine and a negative X-ray 
examination, i.e., the absence of pus, blood, and 
albumin from the urine and the absence of an 
X-ray shadow which might be interpreted as that 
of a stone. Robins (56) concurs in the opinion 
that postoperative recurrences are frequent and 
believes that a more careful re-examination of 
patients after an interval would modify our 
surgical optimism. Braasch, on the other hand, 
concludes that the percentage of recurrence of 
renal lithiasis (ureteral stones are usually of renal 
origin) is less than 10 per cent. This estimate was 
based upon a thorough re-examination of eighty- 
eight of 450 patients and 287 replies to letters 
of inquiry, the latter being checked up by 
urinalysis when indicated. The data regarded 
as evidence of recurrence were positive X-ray 
findings in thirteen instances, positive symptoms 
and urinalysis in fifteen instances, and the pas- 
sage of stones after operation in eighteen instances. 
Judd reports that 90 per cent of 400 patients 
were ultimately relieved of their symptoms after 
operations for ureteral calculi. 

The conclusions which may be drawn from 
this study are as follows: 
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1. The etiology of ureteral calculus is still 
unknown. 

2. Since the history of ureteral calculus may he 
obscure, it should be taken with the greatest care. 

3. The diagnosis of ureteral calculus should 
not be abandoned until every diagnostic ex- 
pedient has proved negative. 

4. Many small stones pass spontaneously. 

5. Many more may be made to pass by intra- 
ureteral manipulation. 

6. As the diagnosis is often late, open operation 
should not be delayed unduly (fifty-one nephrec- 
tomies in 400 cases). 

7. Akidney incision affords access to the upper 
ureter, and a suprapubic incision, either median or 
lateral, if ample, gives extraperitoneal approach 
to the lower ureter. 

8. The operative mortality of ureterolithotomy 
is low. 

g. A symptomatic cure is obtained in a large 
percentage of cases. 
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OPERATIVE SURGERY AND TECHNIQUE 


Eloesser, L.: Some Notes on Plastic Operations. 
Surg., Gynec. & Obst., 1922, xxxiv, 532. 

There are free and pedicled grafts; also combina- 
tions of free and pedicled grafts, such as the Italian 
plastic graft which becomes a free graft after its 
pedicle is severed. 

Free grafts are advantageous in that they may be 
twisted or turned into any position, may be taken 
from any area however distant, and are obtainable 
in any quantity. They are disadvantageous because 
they become islands surrounded by permanent scar, 
normal elastic fibers do not grow through them, 
lymph vessels never pierce them, it is questionable 
whether the blood vessels and nerves which in 
time invade them ever become entirely normal, they 
never completely resemble the tissue replaced, they 
have a tendency to turn blue when exposed to the 
cold, they may become cedematous, and they do not 
well withstand infection and injuries due to pres- 
sure and bruises. 

The advantages of pedicled flaps are that the orig- 
inal blood, lymph, and nerve supply is maintained 
through the pedicles, they are more apt to take, and 
they fill the defect with hardier tissue. 

The disadvantages of pedicled flaps are that the 
quantity of tissue is limited, they must be taken from 
a nearby area, they cannot be turned and adapted 
readily to fit the defect, and they become free grafts 
with all of the disadvantages of the latter when their 
pedicles are severed. 

To increase the usefulness of the pedicled flap the 
author recommends the semi-detached flap. By 
proper planning of the flap the blood supply is 
left intact. The skin is completely circumscribed, 
but the remainder of the pedicle, consisting of the 
blood vessels, nerves, lymph vessels, and subcuta- 
neous tissue, is left. The blood vessels are more yield- 
ing than the skin and may be turned through greater 
angles without causing buckling or puckering. The 
semi-detached flap never becomes a free graft, is 
never entirely surrounded by scar, does not easily 
become blue and cedematous, maintains its original 
circulation, and is especially suitable for the correc- 
tion of defects of the nose and face. More blood 
runs through the pedicle than through the line of 
union of the graft in the new bed, however narrow 
the pedicle or long the line of union. The blood 
supply should not be damaged by mattress or ten- 
sion sutures. 

The author describes the technique of the Italian 
plastic. Hard and inflamed skin edges are cut away. 





Sutures should be placed in sound skin. A small 
stitch abscess will leave an obstinate, torpid ulcer 
when the pedicle is severed. An Italian plastic is 
injured by infection more than by any other factor. 
Even mild infection leaves a boggy, thick, ugly scar. 
Infection should be limited by immediately cover- 
ing the defect made by the plastic with a Thiersch 
graft. Slight tension anemia in the pedicle will 
make a greater and fan-shaped anemic zone in the 
flap. A mattress suture through the pedicle will 
cause a large slough. Tension sutures passed 
through the skin at the base of each side of the flap 
may be pulled as much as desired without endanger- 
ing the circulation of the flap. A long free bridge 
dangling between the base and the new bed is liable 
to infection. The longer the flap remains attached, 
the greater the scar, shrinkage, and infection; the 
sooner it is cut off, the greater the risk of necrosis. 
The viability of the flap may be determined by 
applying a thin rubber band around its pedicle. 
If the blueness of the flap caused by the band dis- 
appears in fifteen to twenty minutes, the pedicle 
may be divided. As a rule the pedicle may be cut 
at the end of two or three weeks. New circulation 
through the scar may be stimulated by applying 
and releasing a band every few hours. When the 
circulation is poor, the flap may be severed gradu- 
ally. A bridge flap is better nourished than a single 
pedicled flap. Too much subcutaneous tissue makes 
a flap boggy. 

The author reports a case in which Stenson’s duct 
was transplanted to the back of the mouth near the 
pharynx to relieve salivary drooling. 

WALTER C. BurKet, M.D. 


Cuff, C. H.: The Application of Fascia Lata in 
Plastic Surgery. Brit. M.J., 1922, i, 599. 


The author reports seven cases in which fascia 
lata grafts were used. The transplant was kept 
under slight tension. 

Case 1. A fecal fistula in the left iliac region 
A fascia lata graft measuring 212 by 4 in. was used 
to repair the defect in the abdominal oblique 
muscles. The patient was doing well twelve months 
later. 

Case 2. A gunshot wound of the left forearm 
with partial wrist-drop and inability to extend the 
terminal phalanges of the thumb and fingers. After 
excision of the scar and freeing of the extensor mus 
cles and tendons from the mass of fibrous tissue, the 
upper end of a fascia lata transplant measuring 4 
by 14 in. was sutured to the healthy bellies of the 
extensor communis digitorum and longus pollicis 
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With the hand and fingers in dorsiflexion, one part 
of the lower end of the graft, which had been split, 
was sewed to the communis tendons and the other 
half to the longus pollicis tendon. The hand and 
forearm were then put up in a “‘cock-up”’ splint. 
Passive movement was begun after three weeks. 
At the end of two months, a fair degree of move- 
ment in the fingers was obtained. 

Case 3. A gunshot wound of the middle third 
of the left leg with a painful adherent scar over the 
tibia. After excision of the scar tissue, a fascia lata 
graft measuring 2 by 1 in. was sutured to the peri- 
osteum with its fatty side up. The new scar re- 
mained elevated and painless. 

Case 4. A gunshot wound of the left mandible 
with a 1-in. loss of bone midway between the 
symphysis and the angle of the jaw. After the ex- 
cision of scar tissue and sclerosed bone tips and the 
fixation in the defect of a tibial bone graft 2% in. 
long by means of kangaroo tendon, a fascia lata 
strip measuring 4 by 1% in. was wrapped around 
the graft and sutured to the periosteum of the 
fragments. The graft healed. 

Case 5. A hernia of the right lung through the 
third interspace in the mammary line due to an old 
injury to the chest wall caused by a cart shaft. 
After the invagination of the hernial sac through 
the defect in the intercostal space, a lipoma from 
the right deltoid region was inserted into the defect 
and covered with a fascia lata transplant measuring 
4 by 21% in., which was sutured to the periosteum 
of the ribs bordering the third interspace. When the 
patient last reported, five months later, he was well. 

Case 6. Drop-foot due to a nerve injury caused 
by a gunshot wound of the thigh. Nerve and tendon 
transplantation had failed. After subcutaneous 
lengthening of the tendo achillis, the upper end of a 
fascia lata graft measuring 12 by 2 in. was sutured 
to the crest of the tibia and fibula and to the split 
aponeurosis. The lower bifurcated portion of the 
graft was pulled down by tunnelling the sub- 
cutaneous tissues with forceps. With the foot in 
full dorsiflexion, one part of the graft was sutured 
to the periosteum of the fifth metatarsal bone and 
the other half to the periosteum of the scaphoid and 
plantar fascia. Six months later the patient walked 
well. 

Case 7. Partial rupture of the short head of 
the biceps with painful and weak movements of 
flexion and supination of the left forearm. After 
release of the adhesions and tightening of the slack 
in the biceps tendon, a strip of fascia lata measuring 
; by 2% in. was sutured about the site of rupture. 
\ small graft was placed over the scarred area on 
the brachialis anticus. The arm is now free from 
pain and is gaining power. 

WALTER C, Burkert, M.D. 
Van Hook, W.: Pedicled Flaps Aided by Free Fat 
Transplantation. Med. Rec., 1922, ci, 625. 


_The author reports a case in which a pedicled flap 
ol skin from the scapular region and fat from the 


thigh were transplanted to repair an extensive 
defect in the right sternomastoid and neighboring 
muscles with loss of skin and considerable sub- 
cutaneous fascia and fat due to inflammation of the 
lymphatic glands six years previously. The tech- 
nique of transplantation was as follows: 

At the first operation a large flap of skin and a 
thin layer of subcutaneous connective tissue with 
its pedicle upon the shoulder was raised from the 
scapular region and sutured back into its original 
bed except on one side. Then, while a sufficient 
quantity of thick fat was excised from the thigh, an 
assistant exerted gentle pressure on the transplant 
with the flat of one hand to prevent oozing. The 
layer of fat was laid at once carefully under the 
pedunculated skin flap and the flap was sutured 
on the side remaining open. The thigh wound was 
then closed. Four weeks later, after the wound had 
healed and light massage had been given, the neck 
wound was re-opened and prepared for the trans- 
plant. The skin flap and layer of thick fat, which 
had become attached, was lifted up and rotated into 
position in the neck. Capillary circulation in the 
flap was indicated by finger pressure and the al- 
most complete absence of oedema. The transplant 
healed in by first intention and the result was 
satisfactory. 

In pedicled flaps the blood supply is maintained 
until the graft has taken. The pedicles are so formed 
that the blood vessels running into the transplant 
remain uncut until after the pedicle has fully 
served its purpose. In the author’s opinion the rais- 
ing and immediate resuturing of a skin flap back 
into its original location causes the pedicle vessels 
to dilate and thus assures adequate vascularization 
for the transplant through the pedicle. The addition 
of fat gives mass to the graft, fills the defect, pre- 
vents adhesions, and facilitates the movement of 
one set of structures over another. 

WALTER C. Burket, M.D. 


ANZESTHESIA 


Labat, G. L.: Posterior Resection of the Rectum 
and Rectosigmoid (Kraske or Modified) un- 
der Regional Anesthesia. Bull. Johns Hopkins 
Hosp., 1922, xxxiii, 134. 

Regional anesthesia is the anaesthesia of choice 
for posterior resection of the carcinomatous rectum 
and rectosigmoid as it does not lower the vitality as 
much as ether. 

In a two-stage operation two procedures are 
available for left rectus colostomy, the abdominal 
block and the paravertebral block. In each, an 
injection of 1/6 gr. of morphine and 1/300 gr. of 
scopolamine is given one hour before the operation. 
Abdominal block, which is the simpler procedure, is 
performed by injecting the subcutaneous and mus- 
cular layers from the xiphisternum along the costal 
arch to the tip of the eleventh rib and thence to the 
iliac crest. The anesthetic used is a 0.5 per cent 
solution of neocaine or procaine containing 15 min- 
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ims of 1:1,000 adrenalin solution per too c.cm. 
The amount varies from 100 to 200 c.cm. The 
paravertebral block, which gives a wider field of 
anesthesia, is produced by injecting 5 to 6 c.cm. of 
a I per cent procaine or neocaine solution into each 
nerve from the eighth left dorsal to the third lumbar. 

For the Kraske resection 1/6 gr. of morphine and 
1/300 gr. of scopolamine are given one hour before 
the operation, and a similar dose immediately on 
completion of the anesthesia. The best results are 
obtained by combining the caudal, trans-sacral, and 
paravertebral block of the last three lumbar nerves, 
in the order named. The solution used is 1 per 
cent procaine containing 15 minims of adrenalin 
solution, and the maximum amount injected is 150 
c.cm. Caudal block is obtained by injecting 30 
c.cm. into the sacral canal at about the juncture of 


SURGERY OF THE 
HEAD 


Zorraquin, G.: Universal Craniotomy (Craniotomie 
universelle). J. de chir., 1922, xix, 348. 


The author believes that intracranial hyperten- 
sion can be relieved successfully only by a decom- 
pression which nearly approaches the large ante- 
rior fontanelle in position and dimensions. He 
calls attention to the fact that in skull specimens in 
museums classic pathological fontanelles have been 
present in this location in each instance. Such a 
large craniotomy flap would have an anterior 
pedicle vascularized by the frontal, supra-orbital, 
and temporofrontal arteries, and would permit the 
exposure of a large surface of the cerebrum. The 
emissary veins, however, might be the source of 
considerable hemorrhage when the bone flap is 
raised from the dura. The great danger lies, of 
course, in the injury which might be done the 
superior longitudinal sinus. Loyat E. Davis, M.D. 


Jackson, H.: The Management of Acute Cranial 
Injuries by the Early, Exact Determination of 
Intracranial Pressure, and Its Relief by Lum- 
bar Drainage. Surg., Gynec. & Obst., 1922, xxxiv, 
494. 

The all-important finding in acute cranial in- 
juries is increased intracranial tension due to oedema 
and hemorrhage of the brain causing interference 
with the paths of absorption of the cerebrospinal 
fluid. If this is not relieved early, the increased 
pressure leads to chronic morbid changes in the 
cortex of the brain or, in extreme cases, to death. 
The principal effect of oedema of the brain and 
hemorrhage is interference with the absorption 
of the cerebrospinal fluid by the usual paths. This 
sets up a vicious circle, further pressure on the 
brain being caused by accumulating fluid in the 
basal cisterns below the tentorium cerebelli and in 
the lateral ventricles which forces the brain upward 
against the dura and produces cortical anemia. 
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the coccyx and sacrum. Trans-sacral block is pro- 
duced by injecting the sacral nerves through the 
sacral foramina, beginning with 6 c.cm. at the first 
foramen, and injecting 1 c.cm. less at each subse- 
quent foramen. Paravertebral block is obtainec 
by bilaterally injecting each of the last three lumbar 
nerves with 8 to 10 c.cm. of the anesthetic. If 
necessary, first-stage ether anesthesia may be used 
during deep manipulations. Toxic symptoms are 
exceptional when this technique is employed. 

The author’s thirty-three cases at the Mayo Clinic 
included patients with chronic cardiac and renal 
disease, diabetes, and pulmonary tuberculosis. He 
states that the method described is the safest now 
known, and that the patience and care required for 
its performance are amply rewarded by increased 
operability and safety. G. R. McAuttrr, M.D. 


HEAD AND NECK 


The cortical anemia, if unrelieved, quickly leads 
to gliosis causing lasting changes in the patient’s 
character, disposition, and mentality if he recovers 
from the brain injury. 

The symptoms usually depended upon as indica- 
tions to surgical interference—such as slow pulse, 
high blood pressure, and stertorous breathing—are 
late symptoms and are due to medullary pressure. 
Surgery is of little avail if delayed until the medulla 
is involved. 

The early diagnosis of increased intracranial 
tension can be made easily and directly by estimat- 
ing the pressure of the cerebrospinal fluid by means 
of the mercury manometer connected with the 
hollow needle inserted as for lumbar puncture. This 
increased pressure antedates the appearance of the 
secondary symptoms of medullary pressure by 
many hours. 

The relief of intracranial pressure can be ob- 
tained early and safely by repeated lumbar drainage. 
Such relief prevents medullary compression and 
the symptoms usually looked upon as indications 
for operation. 

Subtemporal decompression (supratentorial) docs 
not adequately relieve pressure on the medulla 
(subtentorial). When, following lumbar drainage, 
the hemorrhage and oedema of the brain have sub- 
sided, the normal circulation of the cerebrospinal 
fluid is re-established. H. A. McKnicur, M.D. 


Rindfleisch, W.: The Significance of Brain Punct- 
ure and Lumbar Puncture in the Diagnosis 
and Prognosis of Brain Abscess (Ueber dic 
Bedeutung der Hirnpunktion und der Lumbalpunk- 
tion fuer die Diagnose und Prognose des Hirnabs- 
cesses). Deutsche med. Wehnschr., 1922, xlviii, 279. 


Brain puncture has been found a useful diagnostic 
measure in brain abscesses. It gives accurate infor- 
mation regarding the location of the abscess and 
therefore makes it possible to restrict the trephine 
opening to the minimum. The autopsy in a case 0! 
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pyemia in which one or two days previous to death 
two brain abscesses were punctured but not opened 
showed that the danger from infection of the 
meninges is not great. 

Lumbar puncture in cerebral abscess not compli- 
cated by meningitis shows an increase of the pres- 
sure up to a severe grade, a moderate increase of 
the albumin and globulin content, considerable 
pleocytosis usually of a lymphocytic, but occasionally 
of a leucocytic character, and absence of spontaneous 
coagulation and bacteria. The character of the cells 
in a spinal fluid punctate is dependent more upon 
the duration than the nature of the disease process. 
A lymphocytic spinal fluid does not speak against 
brain abscess and is not characteristic of tuberculo- 
sis or lues. The lymphocytosis in the spinal fluid 
found in simple conditions following injury is dif- 
ferentiated from that of brain abscess by its smaller 
number of cells (twenty to forty per cubic millimeter). 
Even the severe polynuclear leucocytosis in the spinal 
fluid is not evidence of a purulent meningitis and 
should not be considered a contra-indication to 
the opening of an otherwise operable brain abscess. 

WREDE (Z). 


Lynn-Thomas, J.: A Case of Epilepsy of Twenty- 
Two Years’ Standing Due to a Calcified Endo- 
thelioma or Perithelioma in the Left Lateral 
Ventricle: Removal and Recovery. Brit. J. 
Surg., 1922, ix, 490. 

In the case reported the convulsions began as a 
localized twitching in the fingers of the right hand 
which then spread up the arm and involved the 
right side of the body. This occurred every fourteen 
days and lasted from one-half hour to three hours. 
On six occasions the patient lost consciousness. 

X-ray examination revealed a distinct dark mass 
about 1% in. above the pinna of the left ear. 

Exposure of the brain revealed no abnormality 
of the cortex, but on palpation of the postero- 
inferior angle a hard mass was found beneath the 
cortex. An incision was made over this mass and the 
iodized index finger inserted; a large calculus was 
discovered and removed. The brain was then closed 
and a drainage tube inserted. 

Convalescence was marked by motor aphasia and 
paralysis of the right side of the body. This gradually 
subsided. The patient is now free from convulsions 
but has athetotic movements of the right hand. 

H. A. McKnicut, M.D. 


Volland: The Results in Fifty Trephinations of 
the Skull in Epilepsy (Untersuchungsresultate 
von 50 Schaedeltrepanationen bei Epilepsie). 
Ztschr. f. d. ges. Neurol. u. Psychiat., 1922, \xxiv, 
505. 

Volland reviews the histories of fifty cases of 
epilepsy treated at the Hospital for Epileptics in 
Bethel. In 26 cases a traumatic origin of the trouble 
was probable. Most of the cases of non-traumat- 
ic epilepsy were preceded by general infections 
with encephalitic or meningo-encephalitic processes 
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(twenty-one of twenty-four cases). When paresis 
resulted it usually affected the left side of the brain. 

Volland raises the question whether surgical inter- 
vention would not be a wise prophylactic measure 
against epilepsy in the cerebral complications of 
infectious diseases of childhood accompanied by 
loss of consciousness, fever, and convulsions per- 
sisting for hours or days. However this may be, 
authorities are at variance as to the indication for 
operation in the acute stage of encephalitis, but are 
agreed that when epileptic phenomena are noted 
following inflammatory diseases of the brain opera- 
tion should be performed at the earliest possible 
moment. Volland’s material is evidence in favor 
of this point. In cases of non-traumatic epilepsy 
(ten of twenty-two cases) a hereditary taint is a 
factor prognostically unfavorable for surgical inter- 
vention, but is not a contra-indication. A predis- 
position to epilepsy is necessary to the development 
of either non-traumatic or traumatic epilepsy. This 
predisposition may diappear after the period of 
growth and development. The author cites two ex- 
amples. 

Among the injuries causing traumatic epilepsy, 
birth injuries hold animportant place (five of twenty- 
six cases). A hereditary taint is present in half the 
cases. The epilepsy may appear at once or not until 
several years after the injury. The earlier opera- 
tion is performed the better the prognosis. Of the 
twenty-six patients with traumatic epilepsy whose 
cases are reviewed by the author, one was entirely 
cured, six were much benefited, two were favorably 
influenced, six remained unchanged, and the rest be- 
came worse as regards psychic deterioration and 
the frequency of attacks. 

The dural tension or increase of pressure found in 
epileptics at operation is regarded as a result rather 
than a cause of the epileptic condition. The swelling 
of the brain is referred to an increase of water due to 
colloidal processes. The changes due to chronic in- 
flammation in the meshes of the subarachnoid space 
are explained as secondary changes. 

Volland gives the following contra-indications to 
operation: localized epileptic symptoms, if due to 
poisoning (lead, alcohol, uremia) or to hysteria, 
forms of epilepsy with a syphilitic basis, epilepsy 
due to disturbances in foetal development or 
encephalitis, arteriosclerotic forms, the cases of 
persons over 40 years of age, and those which can be 
influenced by drugs. When the mind is already 
affected, not much can be expected from operation, 
but operation should be performed in spite of weak- 
mindedness if the psychic changes are due to a 
circumscribed process such as a cyst. If the epi- 
leptic attacks are of the character of general con- 
vulsions, operation is indicated if the etiology in- 
cludes trauma, if there are headaches persisting for 
days, or if the convulsive attacks have had a localized 
character temporarily. If the convulsions are of the 
Jacksonian type, operation is indicated if the etiology 
is traumatic, if there is tumor formation in the motor 
region, if the attacks have followed infantile paraly- 
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sis, and if there are no pathologic changes, epilep- 
togenous zones, or sensory aura. 

In conclusion Volland brings out the importance 
of thorough after-care following the operation, by 
means of hygiene, diet, drugs, and occupational 
therapy. This care can be given best in an institu- 
tion. WREDE (Z). 


Biedermann, H.: The Covering of Large Palatal 
Defects Due to Gunshot Injuries by Means 
of Pedicled Skin Flaps Taken From the Fore- 
head and Having an Epithelial Covering on 
Both Sides (Zur Deckung grosser Gaumendefekte 
nach Schussverletzung durch gestielte Stirnhaut- 
lappen mit doppelseitiger Epithelbedeckung). Beitr. 
s. klin. Chir., 1922, CXXv, 444. 

The author reports two operations on palatal de- 
fects in wounded soldiers. Flaps cut in the shape of 
the handle of a pistol were taken from the left half 
of the forehead according to Lexer’s method, and 
the defect was covered at once with strips of 
epidermis by Thiersch’s method. The very long 
and narrow flaps were nourished by the temporal 
artery. 

After freshening of the gap in the jaw, the cheek 
was split open by an oblique incision 4 cm. long 
made the breadth of the thumb above the left angle 
of the mouth. The flap was then drawn in through 
the incision and fastened to the margins of the de- 
fect. In one case its end was doubled by turning it 
up so that a skin surface was presented to the nose 
and buccal cavity. In the other case a flap of mu- 
cous membrane from the left side of the roof of the 
mouth wasswung around and used as a continuation 
of the epithelium toward the nose. 

The pedicles were divided after seventeen and 
twenty-one days respectively, and the unused por- 
tions of the flaps were put back on the areas from 
which they were taken. Complete closure of the 
defects was obtained by subsequent slight opera- 
tions in the mouth. The results were excellent. 

BRUNNER (Z). 


Konjetzny, G. E.: The Surgical Treatment of 
Habitual Luxation of the Mandible; A New 
Operative Technique (Die operative Behandlung 
der habituellen Unterkieferluxation; eine neue 
Operationsmethode). Arch. f. klin. Chir., 1921, 
cxvi, 681. 

The purely symptomatic treatment of habitual 
luxation of the mandible by means of elastic band- 
ages (Schellhorn) is deforming and is disliked by the 
patient; the use of the inhibitory prosthesis of 
Fritsche and the gliding splint of Schroeder is 
associated with difficulties and may produce a 
decubitus and a condition more disturbing than the 
luxation. 

The demonstration of abnormal stretching of the 
capsule as the cause of the dislocation led to treat- 
ment by chemical shrinkage of the capsule and 
its operative reduction. The former, consisting of 
injections of tincture of iodine or alcohol, has been 
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frequently successful, but ultimate aggravation was 
observed in one case. The end-results of the second 
method, excision of a part of the capsule (Ritter), are 
unknown. The author believes that this method 
cannot be satisfactory because of: (1) the slight 
height of the articular tubercle and the varying 
abruptness of the rise toward the intra-orbital plate; 
(2) the pathologic conditions in the joint; and (3) the 
injury of the lateral collateral or temporo-mandibular 
ligament which limits the forward motion of the 
capitellum. 

The author devised a technique which, after ex- 
posure of the joint capsule and the use of Kocher’s 
hook incision, spares the lateral ligamentous ap- 
paratus and inhibits the forward motion of the 
joint capitellum by means of the meniscus. The 
important feature is the formation of a flap with a 
large pedicle which includes in its upper part the 
periosteum of the malar bone and in its lower part 
the lateral joint capsule with the lateral collateral 
ligament. The meniscus is separated laterally and 
medially close to the capsule, but is left attached at 
its most anterior part. The anterior site of reflection 
of the joint capsule is divided at the capitellum and 
pushed away with the external pterygoid muscle. 
The meniscus can then be easily reflected and su- 
turedin front of the capitellum. The flap formed orig- 
inally is then returned to its position and fixed in 
place by a suture which includes the lateral border 
of the meniscus. The skin is sutured and a retention 
dressing applied for ten to fourteen days, during 
which time nourishment is given through a tube. 
After the eighth day soft food is given. The results 
in two cases were very satisfactory. 

The pathogenesis of habitual luxation of the 
mandible is frequently a habitual recurrence of a 
traumatic luxation, but the condition may also 
occur gradually in a pathologically altered joint, as 
in one of the author’s cases of influenza with pain 
in both mandibular joints, painful cracking, and 
luxation on yawning. The latter was a case of 
subacute arthritis with partial fibrous adhesion of 
the meniscus to the capitellum which drew the 
latter forward when the mouth was opened. The 
disease picture in such cases is identical with that of 
habitual subluxation of the mandible, luxation of the 
meniscus, and mandibular discitis, which the author 
includes among the indications for his operation 
The procedure advocated is the best method of 
avoiding recurrence in open reposition of neglected 
mandibular luxation. Kont (Z). 


Dufourmentel, L.: Reconstruction of the Upper 
Lip in Women (La reconstitution de la lévre 
supérieure chez la femme). Presse méd., Par., 1922, 
XXX, 334. 

In the reconstruction of the upper lip in man the 
defect may be covered with hairy tissue obtained 
either from nearby regions or from the scalp. In 
woman, however, the problem is very difficult. 

A recent case of the author’s was that of a young 
woman whose upper lip was almost totally destroyed 
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Fig. 1. The wound at the time of 
the first operation, one hour after the 
accident. 


Fig. 2. Outline of flaps. Dotted 
line, cutaneous flap; solid line, intra- 
buccal mucous flap. 


Fig. 3. Result obtained by applica- 
tion of cutaneous and mucous flaps 
taken from the region of the wound. 


(Reconstruction of the Upper Lip in Women — Dufourmentel.) 


and whose nose was torn by the teeth of a dog. The 
treatment of this case required four months, seven 
operations, and daily dressings. 

The first operation consisted in cutting skin 
flaps in the vicinity of the injury, constructing a 
mucous plane by the removal of a strip from each 
cheek, and suturing the nasal wound. In the second 
operation a Thiersch dermo-epidermic graft re- 
moved from the thigh was applied. The results 
were so unsatisfactory, however, that in many 
areas it was necessary to supplement this graft by 
thick grafts of skin and fat. In the third operation 
an Italian pedicled graft was cut from the thenar 
eminence and sutured into the breach. The subse- 
quent operations were chiefly corrective measures. 

In this case the use of all kinds of grafts, French, 
Indian, Italian, and free Thiersch grafts, was neces- 
sary. The mucous border, particularly, was recon- 
structed by the French method of pedicled grafts 
cut from the vicinity. Colored spots were made 
white by means of sulphate of zinc. 

The intervals between the operations need not 
be long; the excellence of the results obtained in 
this case proves the harmlessness of rapidly consecu- 
tive treatments. The case shows also that the 
absence of the orbicular muscle in no way hinders 
movement. Contraction of the zygomatic muscles 
is sufficient to ensure normal movement of the 
lips during laughing. W. A. BRENNAN. 
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Lahey, F. H.: A Review of a Year’s Thyroid Work. 
Boston M. & S.J., 1922, clxxxvi, 563. 


The slight symmetrical enlargement of the thy- 
roid gland occurring with the establishment of men- 
struation, the adolescent goiter, needs no treatment. 
In Lahey’s opinion tachycardia associated with 
these pubescent enlargements in the absence of 
other signs of thyroidism is usually not of thyroid 
origin as in repeated experiments he made in such 
cases the metabolic rate was within the normal limits 
or only slightly increased. 


The author gives what he considers to be the indi- 
cations for operation in colloid goiters, cysts, and 
adenomata. 

With the exception of a small group, all of the 
author’s patients with marked hyperthyroidism 
have been subjected to surgery. The mortality rate 
has been very low: 2.36 per cent in the entire series, 
1.17 per cent in the year’s series. Lahey does not 
believe that medical treatment offers any hope of 
permanent cure. With regard to X-ray treatment he 
states that we have not yet sufficient knowledge to 
warrant judgment. 

A series of metabolism experiments, pre-operative 
and postoperative, have been carried out by the 
author. He draws the conclusion that it is a grave 
error to consider thyroid disease in terms of in- 
creased metabolism, and that the basal metabolism is 
of value only when it is carefully correlated with the 
history and clinical signs. 

Hamilton classifies the hearts in hyperthyroidism 
into two groups. In the first group are included the 
undamaged hearts in cases of all degrees of toxicity 
which never fail and which are apparently sound 
after the patient is cured of the hyperthyroidism. 
The small second group is made up of the damaged 
hearts — usually showing auricular fibrillation — 
which respond to the administration of digitalis. 

R. M. Warkrns, M.D. 


Hellwig, A.: The Lighter Forms of Hyperthyroid- 
ism; A Comparative Clinical and Pathologico- 
Anatomical Study (Die Hyperthyreosen leich- 
teren Grades; eine vergleichend klinische und 
pathologisch-anatomische Studie). Beitr. z. klin. 
Chir., 1922, CXxv, 75. 

By pathologico-anatomical research the author 
has endeavored to answer the still-disputed question 
regarding the relation of the forms of hyperthy- 
roidism with few symptoms to classical exophthal- 
mic goiter. The strongest support of the thyrogenic 
origin of classical exophthalmic goiter is its patho- 
logico-anatomical constancy, i.e., the specific 
character of the struma Basedowiana. Hellwig 
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attempted to ascertain whether a characteristic 
change occurs in the thyroid gland in the conditions 
known as “formes frustes,” ‘‘thyrotoxicoses,”’ 
“*hyperthyroidism,” ‘“‘goitrous heart,” and “‘ pseudo- 
exophthalmic goiter,’”’ and to determine the laws 
governing the relation between the _ histological 
structure and the severity of the clinical picture. 
From about sixty comparative clinical and patho- 
logico-anatomical examinations he selected as a 
basis for his article ten characteristic cases which 
presented clinically distinct signs of hyperthyroidism 
and in which the thyroid gland showed histo- 
logically a relatively simple picture. In light forms 
of hyperthyroidism it is of great importance to ob- 
tain an exact history. 

In most of these ten cases a goiter had been 
present for a number of years before the thyrotoxic 
disturbances were noticed. In all, the disturbances 
developed simultaneously with marked growth 
of the thyroid. In no case could treatment with 
iodine be regarded as the cause of the hyper- 
thyroidism. Two patients traced their condition to 
articular rheumatism, but the majority attributed 
it to mental disturbance or physical overexertion. 
Nine patients complained of attacks of palpitation 
of the heart. In eight cases there was marked 
acceleration of the pulse, and in four, an enlarge- 
ment of the heart to the left which was evident on 
percussion. With regard to ocular signs, the author 
states that the lustre of the eye and the widening of 
the slit between the lids were absent in only three 
cases each, while von Graefe’s sign was present in 
one, Stellwag’s in two, and Moebius’s in three. 
Protrusion of the eyeball was distinct in five cases 
and dilation of the puvil in two. In all ten cases a 
goiter was present. Tremor was noted in all the 
lighter cases. Falling of the hair was an early sign 
in the majority. The temperature was normal in 
eight cases. All of the patients except two men of 
unusually large build were of average size. Eight 
were females. In eight cases Koch’s variation of the 
blood picture could be determined. All the patients 
showed great restlessness, both mental and physical. 
Kocher regarded this as an early sign of exophthal- 
mic goiter. 

Histologically the preparations, which for the 
most part were obtained by partial resection of 
the goiter, showed in six cases the picture of diffuse 
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Hedblom, C. A.: The Diagnosis and Treatment of 
Tuberculous Empyema. Surg., Gynec. & Obst., 
1922, XXXiV, 445. 


In a large proportion of cases, primary or idio- 
pathic pieurisy with effusion is probably tubercu- 
lous in nature. A history of pleurisy with effusion 
is common in cases of tuberculous empyema. In 
many instances the effusion is serous at the onset. 
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colloid struma. The good blood supply, the delicate 
connective tissue framework, the thin colloid, the 
active proliferation of the epithelium indicate that 
this form of goiter is the expression of a true hyper- 
plasia with hypersecretion of a dilute colloid. To 
describe it the author proposes the term “large 
follicle hyperplasia.” 

Clinically the cases were light and non-progres- 
sive. In one instance the quickly growing struma 
with small nodules corresponded to the severe, 
progressive cases of hyperthyroidism. The same 
may be said of two cases in which Basedow’s in 
fection occurred in an adenoma. In the more severe 
of the latter cases, typical Basedow tissue could be 
recognized also in the parenchyma outside of the 
nodule. 

Accordingly there is a good parallelism between 
the severity of the clinical and the _ histological 
pictures. The same histologic changes were present 
which in pronounced degree form the basis of 
classical exophthalmic goiter, viz., liquefaction of 
colloid and an increase and enlargement of the 
epithelial cells. In the mild forms of hyperthy- 
roidism, the author regards the diffuse colloid 
struma with large follicles as typical of the patholog 
ico-anatomical changes in the thyroid gland, just 
as the Basedow struma is typical of the classical 
exophthalmic goiter. The rapidly growing adenoma 
with large follicles may also cause signs of hyper- 
thyroidism. On the basis of the diffuse colloid 
struma the true picture of exophthalmic goiter may 
develop by acceleration of the proliferative processes 
and further liquefaction of the colloid. On the 
basis of his histological findings the author con- 
cludes that a sharp distinction between the hy- 
perthyroidism of slight degree and classical ex- 
ophthalmic goiter is unjustified. 

Of greatest importance in the comparatively 
symptom-free goiters, as-in the more severe ex- 
ophthalmic goiters, is the increased activity of the 
thyroid gland. Therefore Hellwig regards the 
term ‘‘hyperthyroidism” as most applicable to 
these conditions. He differentiates the light and 
severe forms of hyperthyroidism. Among the light 
are to be placed the monosymptomatic forms such, 
for example, as Kraus’s goitrous heart, and among 
the more severe, the progressive cases with and 
without Basedow’s triad. KonyjJeTZzNy (Z). 


THE CHEST 


Tuberculous pleurisy may be primary or second 
ary to a pulmonary, peritoneal, or other tuberculous 
lesion. 

The onset of a tuberculous effusion may be insidi 
ous or sudden and associated with an acute and 
severe constitutional reaction. A mixed pleural in- 
fection due to the perforation of a tuberculous 
cavitation often runs an acute and rapidly fatal 
course. The diagnosis of tuberculous empyema is 
made by the demonstration of the bacilli in the 
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exudate, by animal inoculation, or by examination 
of the sectioned pleura. A sterile effusion is probably 
tuberculous. An infected effusion may be tubercu- 
lous. Empyema may be tuberculous in spite of 
persistently negative findings over a long period of 
time. Ina closed pleural cavity a sterile effusion, 
whether serous or purulent, should not be treated 
by open drainage except in the presence of an im- 
pending perforation of the chest wall. Repeated 
aspiration of only part of the fluid is indicated in 
cases of serous effusion producing definite dyspnoea 
on exertion or symptoms of circulatory embarrass- 
ment. 

The replacing of aspirated fluid by nitrogen or 
filtered air may be indicated in cases in which there 
are symptoms of active phthisis referable to the same 
side as the effusion. A sterile purulent effusion 
should be treated as though it were serous if the 
lung expands when fluid is withdrawn. If the lung 
is fixed in a collapsed condition or if the effusion 
persistently recurs, an extrapleural plastic operation 
is indicated. 

Effusion in a closed cavity showing a mixed in- 
fection should be treated by the closed method with 
antiseptic irrigation, or by open drainage; open 
drainage is indicated especially in cases of severe 
infection associated with extensive pulmonary tuber- 
culosis making irrigation hazardous. Tuberculous 
empyema with a large bronchial fistula should be 
drained by the open method. A large tuberculous 
empyema with mixed infection from a previous 
drainage operation or from spontaneous perforation 
of the chest wall requires a plastic operation, 


preferably following treatment with Dakin’s solu- 
tion. In cases of associated large bronchial fistula a 
plastic operation involving closure of a bronchus 


offers the only prospect of cure. Irrigation with 
Dakin’s solution may be contra-indicated in the 
presence of an extensively diseased lung because of 
its corroding action on superficial lesions which 
might result in haemorrhage or the formation of a 
bronchial fistula. 

When the empyema is of long standing a plas- 
tic operation is usually required eventually in cases 
of closed cavities and all large, open, second- 
arily infected cavities. For the collapse of closed 
sterile cavities an extrapleural rib resection is indi- 
cated. The Boiffin-Wilms operation is especially 
suitable for the collapse of large cavities without 
excessive thickening of the parietal pleura or rib 
deformity. 

For the obliteration of relatively small cavities 
a skin or skin and muscle plastic is indicated. 
Cases of long standing with greatly thickened pleura 
require extensive resection of the entire chest wall 
after the method of Schede. Operation in several 
stages is indicated especially in the treatment of 
tuberculous empyema, and if practicable, should be 
preceded by antiseptic irrigation. Such treatment 
should extend the indications for operation and 
lower the postoperative mortality. 

RaAtpu B. BetrMAN, M.D. 
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Szenes, A.: Fissures of the Sternum and Their 
Origin (Ueber die Fissura sterni und ihre Entste- 
hung). Arch. f. klin. Chir., 1922, cxix, 116. 


The sternum in an 8-year-old boy showed a 
fissure 3 cm. wide at the top which became narrow- 
er as it approached the xiphoid appendix. On both 
sides the edges were straight and clean-cut, and the 
ends of the ribs could not be distinguished in the 
hard margin. The fissure was covered by a thin 
scar, 10 cm. long and 3 cm. wide, through which 
the large vessels could be seen pulsating. Lateral 
compression of the thorax narrowed the fissure a 
little. From the upper angle of the scar a fold cov- 
ered with normal skin extended from the breast to 
the chin. Compression of this fold caused a dis- 
agreeable sensation; within it the trachea could be 
felt indistinctly. Nine centimeters below the upper 
border of the clavicles, the ventral ends of which 
could be distinctly palpated, a bony bridge, 2 cm. 
wide, crossed the fissure and just below passed over 
into the very acute sternocostal angle which ex- 
tended to the end of the sixth rib. On the chin was 
a sharp-pointed bony process 3 cm. broad which 
projected about 2!14cm. The head could not be 
bent back, and was held inclined slightly forward. 
The course of the trachea was normal. 

An oblique exposure of the trachea in the X-ray 
examination disclosed several foci containing lime 
in the prolongations of the first five ribs, about one 
finger-breadth from their bony ends. The largest 
of these was about the size of a finger nail and was 
situated in the prolongation of the first rib. Ap- 
parently these were foci of calcification in foetal 
strips of cartilage representing the sternum which 
had resisted the breaking-down process. 

To increase the movement of the head a trans- 
verse incision was made under the larynx, the 
connective-tissue fibers and the muscular fasciculus 
were severed sufficiently to expose the thyroid gland 
and longitudinal anastomosis was effected. This 
operation was performed under ether anaesthesia. 
Primary healing resulted. 

In the author’s opinion the cause of the malforma- 
tion described was pressure on the chin, neck, and 
breast in early embryonic life. The latest period 
during embryonic life in which these malforming 
causes could have been effective to prevent closure 
of the foetal strips of cartilage representing the ster- 
num is that in which the length of the foetus is 
about 15 to 19 mm. from the crown of the head 
to the tip of the coccyx. CreITE (Z). 


Greig, D. M.: On Puberal Mammary Hypertrophy. 
Edinburgh M.J., 1922, n. s. xxviii, 153. 

The case reported was that of a girl, aged 1414 
years, with enormous enlargement of the breasts 
which began about two months after she first 
menstruated at puberty. Menstruation then did not 
occur again, but the breasts continued to increase 
rapidly in size. They were tender but not painful 
unless touched. When the patient was in the re- 
cumbent position they overflowed the thorax, and 
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when she assumed the sitting position they were 
inadequately supported by the abdominal walls. 
They were of a dusky color from congestion and 
venous engorgement; the superficial veins were 
very prominent. The enlargement was irregular as 
from glandular hypertrophy. A month after the 
patient was seen by the author, infection set in and 
a week later death occurred. 

Autopsy revealed nothing abnormal except in the 
breasts. The left breast was 7 in. deep and 11 in. 
across. The pathologic report on the right breast 
stated that grossly it presented general hypertrophy 
with glandular hyperplasia in nodular form, and 
on microscopic examination showed chiefly fibrous 
tissue with gland spaces filled with altered epithelium 
such as is found in cases of great glandular activity. 

In discussing the case the author reviews the 
literature. He excludes some of the reported cases 
because the description applies more exactly to 
chronic mastitis, acute carcinoma, or a gradual 
hypertrophy due to repeated pregnancies. 

The cause of hypertrophy of the breast is un- 
known but may lie in the breasts themselves, as 
shown by improvement in some cases following 
removal of the larger breast. Spontaneous cures are 
also reported. The symptoms are rapid hyper- 
trophy of the glandular elements without lactation 
and a decided increase in the vascularity. The treat- 
ment is immediate amputation. 

R. E. Curistie, M.D. 


Schneller, J.: Diseases of the Mammary Gland in 
the Male (Erkrankungen der maennlichen Brust- 
druese). Arch. f. klin. Chir., 1922, cxix, 169. 


The author reviews the embryology and anatomy 
of the mammary gland. From Schwalbe’s milk 
streak, which is present in an embryo 4 mm. long, 
the milk ridge is developed. At the point where 
the mammary gland will be formed a circumscribed 
epithelial thickening occurs while the remaining 
parts of the ridge disappear. The formation of a 
nipple is discernible in an embryo 4 cm. long, the 
epithelium penetrating into the depths in the form 
of a solid cone. In the fourth month the develop- 
ment has reached that of a massive organ. By the 
eighth month the cell-columns extending outward 
from the epithelial cones, which in the beginning 
were solid, show lumen formation. Through dis- 
integration of the cells the epithelial cones are 
hollowed out and the lumina of the glands open 
into them. In the newborn no difference is seen 
in the male and female mammary glands. In the 
female at puberty there is an enlargement of the 
breasts but in the mate only an increase in the size 
of the nipples and of the pigmentation around them. 

Absence of the breasts is rare. Polythelia and 
polymastia are more frequent, especially in women. 
These malformations are probably inherited. There 
is no special tendency to tumor degeneration in 
polythelia. In gynecomastia true hypertrophy is 
to be differentiated from pseudohypertrophy due to 
an increase of fatty tissue. Cases of gynecomastia 
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may be divided into those in which the sexual 
organs are well formed and those in which the 
sexual organs are malformed. In most cases 
described as adolescent mastitis or chronic mastitis 
the condition is an inflammation rather than a hyper- 
trophy. This often follows trauma and is gener- 
ally not associated with deformity of the genitalia. 
Hypermastia with malformatin of the genitalia is 
the result of disturbance in the internal secretions 
of the interstitial cells of the testicles. It is found 
in castrates andeunuchs. Gynecomastia is observed 
also in primary disease of the pituitary body. 

Among inflammations—phelitis and mastitis— 
mastitis neonatorum is to be mentioned. Its 
cause is to be sought in the entrance of bacteria at 
the time of birth. In the chronic stage of inflamma- 
tion diffuse fibroma of the breast may develop 
through the increase of connective tissue. Trau- 
matic mastitis is often observed in artisans. Primary 
tuberculosis is rare; as a rule the infection has its 
origin in a carious rib. Syphilis is more frequent, 
especially its early manifestations. In the first 
stages of syphilis a diffuse syphilitic mastitis de- 
velops, and in the later stages a circumscribed gum- 
matous mastitis. Actinomycosis is exceedingly rare. 

The most frequent and most important pathologic 
condition of the breast is tumor formation. Typical 
tumors of connective tissue origin are the fibroma 
durum, the fibroma molle, the fibromyxoma, and 
the myxoma. Lipoma is rare. It is not certain 
whether chondroma has been observed or not. Most 
rare are the hemangiomata—which are usually 
congenital—and the lymphangiomata. A myoma of 
the mammary gland was observed by Virchow. 

Among atypical tumors of connective tissue 
origin is the sarcoma. This is very rare, and occurs 
more often on the right side than on the left. The 
round-cell sarcoma is very malignant and of rapid 
growth. Most frequent is the spindle-cell sarcoma. 
Rhabdomyosarcoma, adenosarcoma, cystosarcoma, 
fibromyxoma sarcomatodes, and angiosarcoma have 
cach been observed in a single case. A melanosar- 
coma has been observed several times. 

Of the typical epithelial tumors the least common 
is the adenoma. This is found more frequently in 
old than in young men and may attain the size of a 
child’s head. More common is the fibro-adenoma. 
This also occurs more frequently in old than in 
young men. In some instances its occurrence was 
familial; in most it was malignant. Besides a con- 
genital predisposition, trauma has been regarded 
as a cause. Cystadenoma and adenomyoma have 
been observed in single cases. Benign epithelial 
tumors of the mammary glands have been described 
also as fibropapilloma pendulum and epidermoidal 
atheroma. 

Of atypical epithelial tumors carcinoma is by far 
the most frequent neoplasm involving the male 
mammary gland. About 2 per cent of all carcino 
mata of the breast occur in man. Statistics show 
that the incidence of mammary carcinoma is. nigh- 
est between the ages of 56 and 60 years. 
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The author reviews the various theories as to the 
causative factor in the genesis of tumors. With re- 
gard to the importance of heredity, opinions differ 
greatly; very extensive statistics must be studied be- 
fore this point can be determined. Cohnheim’s 
theory attributing the genesis of tumors to develop- 
mental disturbances, particularly the displacement 
of tissue cells, is evidently not correct, for in spite 
of the frequency with which numerous mammary 
glands appear outside as well as inside the milk 
ridge, cancer has not as yet been observed in such 
glands in the male. The chronic irritation from the 
pressure of suspenders has been suggested as a pri- 
mary cause of mammary cancer in men but if this 
were the case the condition would be more frequent. 
Through their pressure braces may call the attention 
toa tumor already present. It is not known whether 
an isolated trauma may be the cause of a carcinoma, 
but the possibility is generally admitted. 

The point of origin of the carcinoma is most 
frequently the gland and its duct, rarely the nipple. 
Of previous diseases, those chiefly to be considered 
are inflammations and benign epithelial tumors. 
As the male mammary glands are much smaller 
and contain less fat than those of the female, the 
development of cancer in them will be discovered 
much earlier. The localization of a new growth just 
under the skin means an early perforation and break- 
ing down of the tumor. 

Growth and metastasis of the tumor take the 
same course as in carcinoma of the female mam- 
mary gland. Carcinoma of the breast is more 


frequent on the right side than on the left as the 
right breast is more exposed to injury than the left 


since most men are right-handed. When both breasts 
are affected it is a matter of metastasis from the 
one side to the other as the lymph vessels of both 
sides are connected. 

The minimum duration of the disease is given as 
six months, and the maximum duration as eighteen 
years. The author describes the various types of 
cancer of the breast. The rare cancer of the nipple 
is usually a cancroid. The peculiar affection of the 
breast described as ‘“‘ Paget’s disease” is rarer in 
man than in woman. Its course is clinically that of 
a chronic eczema. The primary affection, however, 
is a cancer characterized by intra-epidermoid growth. 

Parasites infecting the breast are the cysticercus 
and echinococcus. These have been found in rare 
cases in females but not as yet in the male. The 
frequent parasite of the nipple, the demodex follic- 
ulorum, has been regarded as a carrier of a toxin 
causing cancer. According to Orth, its importance 
in the origin of carcinoma is entirely unproved. 

FISCHER (Z). 


Lee, B. J.: A Further Report on Traumatic Fat 
Necrosis of the Female Breast and Its Differ- 
entiation from Carcinoma; Three Additional 
Cases. Surg., Gynec. & Obst., 1922, xxxiv, 521. 


Traumatic fat necrosis remains closely allied in its 
clinical phases to carcinoma but some variation 
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in its behavior may suggest a benign process. The 
gross pathologic picture is characteristic, but if the 
patient is to be spared an unneccessary radical 
amputation, the surgeon must possess a good patho- 
logic training. 

The author presents several photographs of gross 
and microscopic specimens, the histories, and the 
pathologic reports of three cases under his observa- 
tion. 

The incidence of traumatic fat necrosis of the 
breast as compared with primary breast carcinoma 
is as 5 is to 283 (1.8 per cent). Among benign 
breast tumors the ratio of fat necrosis to other 
benign lesions is 5:72 (nearly 7 per cent). 

In all cases the condition developed when cancer 
was to be expected. The youngest patient was 36 
years, the oldest 54. All of the patients were heavy 
women, none weighing under 152 lbs. The most 
corpulent weighed 211 lbs. 

In every instance the breasts were large and full. 
In one instance they extended to the level of the 
umbilicus. 

One of the chief diagnostic aids is a history of 
trauma. In three of the cases hypodermoclysis was 
the traumatic factor. 

Pain in or about the breast is not a necessary 
feature, but extreme hardness of the tumor is a 
characteristic sign. Fixation of the overlying skin 
to the tumor mass was observed in nearly every 
case. 

No axillary or supraclavicular nodes were present 
except in one case; therefore their absence may fur- 
nish a differential point between fat necrosis and 
carcinoma. 

The time which elapsed between the receipt of 
the injury and the recognition of the tumor varied 
from three weeks to ten years. 

In conclusion the author suggests the possibility 
that certain cases diagnosed in the gross as carcinoma 
may have been cases of traumatic fat necrosis. 

C. H. Davis, M.D. 


TRACHEA AND LUNGS 


Rahnenfuehrer, C.: A Contribution to the Clinical 
Study of Circumscribed Suppurations of the 
Lungs: Abscess and Gangrene (Beitrag zur 
Klinik der umschriebenen Lungenciterungen: Ab- 
scess und Gangraen). Fortschr. a. d. Geb. d. Roent- 
genstrahlen, 1921, xxviii, 97. 


The author reports thirty cases of suppuration of 
the lung which were observed in the course of two 
and a half years. Ten were cases of pulmonary 
abscess. Abscess can be differentiated from gangrene 
best by examination of the sputum; it is impossible 
to distinguish one from the other in the X-ray picture. 
Of the thirty cases of suppuration of the lung, nine 
were fulminating, twelve acute or subacute, and 
nine chronic. Eleven cases showed a single disease 
focus, and sixteen, multiple foci. The cause of the 
suppuration may reach the lung by way of the res- 
piratory tract, the blood, or the lymph stream. 
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Pyogenic organisms entering by way of the bronchi 
may attack a sound lung or one already diseased; 
in some cases the bronchi through which they enter 
may be already diseased. In the cases reviewed the 
most frequent cause of suppuration of the lung was 
the aspiration of a foreign body (eight cases, in 
three of which there was mental disease). Bron- 
chiectasis was regarded as the cause of the suppura- 
tion in four cases. Three cases of gangrene and one 
case of pulmonary abscess appeared as sequela of 
croupous pneumonia. The seven cases in which 
suppuration of the lung followed influenza proved 
fatal. Suppuration of the lung appeared once fol- 
lowing secondary infection of a cavity, once follow- 
ing the breaking down of part of a bronchial carci- 
noma, twice following contusion of the lung (which 
in one case had occurred a year previously), twice 
following thrombophlebitis of the femoral vein, and 
once by the lymph stream, the direct cause in this 
case being probably infection from caseated bron- 
chial glands. 

The symptoms of the condition are mentioned 
only briefly. The fever was intermittent, remittent, 
or continuous. The most constant physically 
demonstrable sign was the rales. The contrast 
between a small quantity of sputum and a distress- 
ing cough is a very characteristic sign of suppura- 
tion of the lung. No rule could be found to govern 
the leucocyte count. 

Among the complications, in addition to empyema 
and pleural involvement in the form of dry or 
exudative pleurisy, haemorrhage from the lung into 
the pus cavity is mentioned. This occurred in seven 
cases and in three was responsible for a fatal termina- 
tion. Transmission of the infection to other parts 
of the lung by aspiration is another severe compli- 
cation. 

X-ray examination does not always give reliable 
information as to the nature of the disease, but re- 
veals its exact site, demonstrates the number of 
foci, shows the progress of the condition, and indi- 
cates the time for surgical intervention. In nine- 
teen cases roentgenologically examined a cavity was 
discovered in sixteen. 

In the differential diagnosis consideration must 
be given to empyema (absence of elastic fibers), 
tumor of the lung (fat globules or elastic fibers), 
and bronchiectasis with suppurative bronchitis (X- 
ray picture). 

Ten of the thirty cases reported were cured; the 
others took an unfavorable course. 
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As treatment the author recommends at first in- 
ternal treatment, unless stormy symptoms make 
operation necessary. Records of the quantity of 
sputum and control of the case by the X-ray pic- 
ture are essential. If there is no inclination to spon- 
taneous healing (observed in seven cases), surgical 
treatment is indicated. If the suppuration of the 
lung is concealed by perforation of a peripheral 
pulmonary focus into the pleura and the resulting 
secondary empyema is discovered first, theempyema, 
which is usually ichorous, and the primary pulmonary 
focus may be treated by operative evacuation. 

The article contains case histories and reproduc- 
tions of X-ray plates. RosENBURG (Z). 


PHARYNX AND @SOPHAGUS 


A Pedunculated Lipoma of the 
J. Am. M. Ass., 1922, Ixxviii, 801. 


Vinson, P. P.: 
(Esophagus. 

The patient was a man 62 years of age. During 
an attack of coughing the tumor appeared in the 
mouth. It was easily swallowed but left the throat 
sore and swollen. Six years later, during an at- 
tack of vomiting, it was again ejected so that it 
protruded from the mouth but was again swallowed. 
A week later this occurred once more. 

Upon examination with the cesophagoscope with- 
out anesthesia a tumor mass was found on the right 
wall just below the introitus, attached by a pedicle 
I cm. in diameter. No attempt was made to 
remove it at this time. On induced vomiting the 
growth was found to protrude beyond the teeth a 
distance of 11.5 cm. At the tip it was 6.5 cm. in 
circumference, firm, and covered with normal 
mucous membrane. Removal through the mouth 
by means of a snare and cautery was considered but 
on account of its high attachment it was removed 
through an incision in the neck, the technique being 
very similar to that used in cases of oesophageal di- 
verticula. Previous to the operation the tumor was 
regurgitated. After its removal the oesophagus was 
closed with two rows of catgut and the wound closed 
in layers. 

Following the operation no food was given by 
mouth for eight days. Water in small amounts was 
then allowed. The convalescence was uninterrupted, 
the wound healing by primary intention. 

The tumor was found to be 22.5 cm. long. In 
Vinson’s opinion this is the first case of lipoma of 
the oesophagus to be reported. 

GeorGE E. Sutton, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Cox, O. C.: A Method of Dealing with Intestinal 
Loops Densely Adherent to an Inguinal Hernia. 

J. Am. M. Ass., 1922, \xxviii, 1123. 
The author reports a case of a large, irreducible 
inguinal hernia on the left side in which the omen- 


tum and intestines were densely adherent to the 
hernial sac. Operation was performed under local 
anesthesia. The intestinal loops were separated 
and the sac wall was severed, patches of the latter 
being left on the intestines after the manner de- 
scribed by Cullen. The free edges of these patches, 
instead of being trimmed short, were left long and 
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Patches of hernial sac, consisting of peritoneum, firmly 
fixed to the bowel; the edges folded over with fine catgut 
to cover raw surfaces. 


folded on themselves, and their edges were approxi- 
mated with fine plain catgut. In this manner the 
raw surfaces on the intestines were covered with 
smooth, shiny peritoneum. 


Coley, W. B., Leigh, S., Walker, J. B., Hopkins, 


C. W., and Hutchison, J. A.: Traumatic 
and Industrial Hernia. Ann. Surg., 1922, lxxv, 
407. 

Numerous Workmen’s Compensation Acts make 
traumatic or industrial hernia an important problem 
to industrial organizations. 

In general, traumatic hernia include: (1) a small 
group of herniz due to direct violence; (2) occupa- 
tional hernia (called by the French “hernia of 
effort’’) which appear during heavy lifting, slipping, 
falling, coughing, sneezing, or any other effort 
increasing the intra-abdominal pressure; (3) the 
“hernia of weakness”’ due to abnormal or defective 
development of the abdominal wall at the various 
sites of hernia. 

True traumatic hernia, which is rare, is due to 
direct violence to the tissues by some more or less 
sharp object forced through at least the muscle and 
fascia. The authors have never seen a true traumatic 
hernia, but cite a case in which the muscles about the 
inguinal canal were torn by the horns of a bull, the 
hernia developing shortly afterward, and refer also 
to Mock’s five cases. 

The second group, “occupational herniz,” fur- 
nish nearly all the medicolegal or compensation 
cases. 

The third group, the “hernia of weakness,” are 
rare because weakness alone without the presence 
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of a preformed congenital sac seldom results in 
hernia. 

Russell maintains that acquired hernia does not 
exist. 

In Switzerland, compensation is based upon the 
following conditions: (1) the hernia must have ap- 
peared suddenly, must have been accompanied by 
pain, and must be of recent origin; (2) there must 
be proof that it was not present prior to the ac- 
cident. 

In Germany, in addition to these requirements, 
the subject must have been examined within forty- 
eight hours of the accident and the hernia must 
have immediately followed the accident. 

The authors quote Sellings of the New York State 
Compensation Board as stating that traumatic 
hernia is a surgical curiosity of no practical im- 
portance, that only a small number of cases have 
been carefully investigated, and that the majority 
seem to be relegated to the convenient classification 
of ‘‘ vocational hernia.” 

In the author’s opinion the term “traumatic 
hernia” should be limited to hernia due to direct 
violence. Lotheissen applies the term ‘‘accidental 
hernie”’ to hernize for which occupation is more 
or less responsible. 

In an experience of thirty-one years at the 
Hospital for the Ruptured and Crippled, the au- 
thors have not seen a single case of tender, pain- 
ful, recently acquired hernia accompanied by 
ecchymosis in which there was a history of injury 
or accident. 

Hernia is practically always due to the presence 
of a preformed sac or open pouch of peritoneum, 
structural weakness about the hernial orifice due to 
poor development of the fascia or muscles, and some 
exciting cause such as straining at stool, coughing, 
sneezing, lifting, etc. Hernia results from the 
cumulative effect of many strains extending over a 
considerable period of time. Not infrequently, a 
patient complains of inguinal hernia on one side 
only but examination discloses double inguinal 
hernia. As a hernia is usually painless until it 
attains a large size, it may escape the patient’s 
notice until an accident increases its size suddenly. 

The authors recommend: (1) compensation for 
all cases of true traumatic hernia due to direct 
violence (the number of such cases is practically 
negligible); (2) a physical examination of all 
applicants for positions in industry; (3) the treat- 
ment of hernia developing in the course of duty 
incident to daily work as a condition due to an- 
atomical weakness for which the industrial company 
is in no way responsible. Watter C. BurKet, M.D. 


Ramlau-Hansen, O.: Mobilization of the Sar- 
torius as a Myoplastic Method in Operations 
for Abdominal Hernia (Sartoriusmobilisierung als 
myoplastische Methode bei Bauchhernienoperation). 
Hosp.-Tid., 1922, |xv, 33. 


The author reports a case in which a large cica- 
tricial hernia developed after an appendectomy done 
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by Overgaard. The insertion of the sartorius was 
separated from the iliac spine to serve as a covering 
for the large defect; the muscle was drawn medially, 
and after it had been stretched on its flat surface 
was sutured to the sheath of the rectus muscle on 
one side and to the external oblique muscle on the 
other. The result was very good. The only post- 
operative inconvenience was that the patient could 
not assume the “‘tailor position”’ with his right leg 
as rapidly as with the left. PEIPER (Z). 


Moure, P.: The Treatment of Umbilical and Other 
Ventral Herniz by Closure of the Ring with 
Bronze Wire (Traitement de la hernie ombilicale 
et de certaines éventrations par le cerclage de l’an- 
neau au filde bronze). J. de chir., 1922, xix, 359. 

After a large, transverse, elliptical abdominal in- 
cision has been made, the hernia is isolated and the 
sac contents are returned to the abdominal cavity. 
The hernial sac, fascia, subcutaneous tissue, and 
skin are resected en bloc. An assistant makes traction 
upward upon four points of the peritoneal opening 
left, and a pursestring suture of bronze wire is 
introduced and tied, the hernial opening being thus 
tightly closed. The superficial tissues are then 
sutured in layers as usual. 

The author maintains that this method is very 
simple and rapid, and results in a firm abdominal 
wall. The bronze wire is apparently well tolerated. 

Loyat E. Davis, M.D. 


Marshall, V. F.: Pneumococcus Peritonitis. J. 
Iowa State M. Soc., 1922, xii, 138. 


By adding two cases of pneumococcus peritonitis 
of his own, the author brings the total number up to 
102. One of Marshall’s cases was that of a girl 214 
years old with a history of lobar pneumonia three 


weeks previously. The onset was sudden with 
abdominal pain, vomiting, diarrhoea, and a tempera- 
ture of 104 degrees. The abdomen showed slight 
rigidity and a subumbilical tumefaction to the right 
of the median line. There was a leucocytosis of 
28,000. A diagnosis of perforated appendix was 
made. At operation peritonitis with a yellow-green 
odorless seropurulent fluid was found. The appendix 
was normal. Drainage was followed by recovery. 
Laboratory findings showed a pneumococcus of 
undetermined type. 

The second case was that of a 5-year-old girl 
whose previous history was negative. The onset of 
the peritonitis was sudden with high temperature, 
vomiting, diarrhoea, and pain in the lower abdomen. 
There was extreme toxemia with some cyanosis and 
dyspnoea. There was a right subumbilical tumefac- 
tion. The leucocyte count was 40,000 with a pre- 
ponderance of polymorphonuclears. A diagnosis of 
pneumococcus peritonitis was made and confirmed 
at operation by the discovery of a yellowish-green 
and odorless seropurulent fluid containing a pneu- 
mococcus of undetermined type. During a stormy 
convalescence the patient developed a lower lobe 
pneumonia but this resolved. 
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In his conclusion based on the literature the author 
states that pneumococcus peritonitis is a disease of 
childhood affecting females more frequently than 
males. It may be primary or idiopathic, or secondary 
to some pre-existing pneumococcus focus elsewhere. 
The onset is sudden with a severe toxemia and a 
high mortality. There is a notable absence of local 
pain, tenderness, and rigidity such as is found in 
appendicitis and perforative peritonitis. The abdo- 
men may have a “doughy” feeling. The tempera- 
ture is usually very high and there is an associated 
diarrhoea. The leucocyte count ranges from 20,000 
to 40,000. The pneumococcus may be found in the 
urine. The exudate is usually characteristic, ‘sero- 
purulent, yellow-green, and odorless and contains a 
large amount of fibrin. Two forms are distin- 
guished—a diffuse form and an encysted or lobu- 
lated form. In the former the treatment should be 
expectant and in the latter operative. 

H. W. Fink, M.D. 


Wagner, F.: Biliary Peritonitis (Ueber den Stand 
der Frage der galligen Peritonitis). Deutsche Ztschr. 
f. Chir., 1922, clxviii, 116. 


The author reports three cases in detail. 

In Case 1 the biliary peritonitis was due to 
chronic ulcerous cholecystitis with perforation into 
the liver. The patient died. 

In Case 2 there was a sudden exacerbation of an 
old cholecystitis. The gall-bladder was tense and 
contained stones. In the abdominal cavity was an 
infected biliary exudate. The wall of the gall- 
bladder showed beginning necrosis. This condition 
was complicated by a purulent pancreatitis and 
later by atony of the stomach and incarceration of 
a stone in the papilla. Transduodenal release of 
the stone was effected but the patient died. 

In Case 3 an over-distended gall-bladder con- 
taining stones suddenly ruptured, discharging bile 
into the abdominal cavity. The discharge, however, 
was not infected. 

Wagner discusses thirty cases of biliary peritonitis 
which are reported in the literature. On the basis 
of experiments on animals, Clairmont and Haberer 
conclude that a filtration process occurs in cases of 
bile obstruction. 

The predisposing cause of biliary peritonitis is 
held by Schivelbein to be a gangrenous inflammation 
of the wall of the gall-bladder. Fiebich and Shoe- 
maker are of the same opinion. Hugel claims micro 
scopic perforations, and Horak, a crack in the 
vasa aberrantia in stagnation of the bile due to 
obstruction of the large bile ducts. In serial sec 
tions Sick and Fraenkel found a small rent in th 
wall of the gall-bladder. The rents in the sepa- 
rate layers did not lie over one another. The 
contents of the gall-bladder contained bacteria, but 
the biliary exudate in the abdominal cavity was 
sterile. 

Nauwerk and Luebke found in a study of serial 
sections in an erosion of the mucous membrane of 
the gall-bladder a tear that extended throughout 
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the entire wall but did not run in a straight line. 
They attributed this to bursting due to over- 
distension of the wall caused by obstruction of bile. 
In Johannson’s opinion the bile reaches the abdom- 
inal cavity by a roundabout route through the 
subserous lymph glands and the endothelial stomata. 
In this, the enlarged canals of Luschka may play 
a part. 

Blad concludes from experiments on animals that 
in occlusion of the choledochus and the passage of 
gallstones pancreatic juice flows into the chole- 
dochus and gall-bladder where an activation of 
trypsin occurs, the bile and gall-bladder wall are 
digested, and dialysis of the bile pigment is made 
possible. As a cause of the rare diapedesis which 
_ must be dependent upon an undemonstrable per- 
foration, we must assume an occlusion of the gall- 
ducts and disease of the gall-bladder wall in which 
the action of the pancreatic secretion may play a 
role. Perforation of the gall-bladder is relatively 
harmless in the absence of infection but dangerous 
when infection is present. Jastram (Z). 


Latzko, W.: The Pathology and Treatment of 
Peritonitis (Pathologie und Therapie der Peri- 

Wcehnschr., 1921, 1xxi, 1913, 
a 


tonitis). Wien. med. 
1967, 2115. 

The first half of this article reviews briefly the 
facts known today regarding the etiology and path- 
ology of peritonitis, particularly the puerperal 
form. In the latter, more than in surgical peritonitis, 
the prognosis is determined within a period of hours. 
The author considers puerperal diffuse peritonitis— 
even streptococcic peritonitis—by mo means as 
dangerous as it is assumed to be in publications of 
recent date. In the operative treatment there are 
five requisites: (1) evacuation of the exudate which 
contains bacteria and toxins; (2) the sealing or 
exclusion of the focus of infection; (3) the treat- 
ment of distension and paralysis of the intestine; 
(4) the control of the peritonitic disturbance of 
circulation and the maintenance of cardiac power; 
(5) the prevention of the re-accumulation of the 
peritonitic exudate in the sites of predilection. 

For the evacuation of the exudate a median 
laparotomy from the umbilicus to the symphysis 
is advisable because it gives the best exposure of 
the internal genital organs and drains the exudate 
between the liver and the spleen and the diaphragm. 
The introduction into the abdominal cavity of 
several liters of hot sodium chloride solution and 
the removal of the excess with gauze compresses is 
also recommended. 

To remove the focus of infection in puerperal 
peritonitis extirpation or amputation of the uterus 
is too radical. In such cases, therefore, it is best 
to carry out small, rapidly completed procedures, 
such as the extirpation of a ruptured ovary, the 
uturing of a perforation, or the extraperitoneal 
opening of a retroperitoneal phlegmon through an 
ileocecal incision after closure of the laparotomy 
wound. 
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When there is marked distension of the colon a 
pointed bistoury should be inserted at several points 
for the release of the gas, and the puncture wounds 
then sutured. When there is meteorism of the small 
intestine with paralysis, the formation of one or 
more fistule in the small bowel gives excellent 
results. 

The best method of overcoming disturbances of 
peritoneal circulation consists in the intravenous 
infusion of sodium chloride solution with adrenalin 
and the administration of digalen, strophanthin, 
and caffein. 

Complete drainage of the abdominal cavity is 
out of the question. Every drainage tube introduced 
becomes so encapsulated that it will drain off only 
the fluid in the drainage canal around it. Drainage 
of the cul-de-sac of Douglas and the flanks is aided 
by placing the upper part of the body in the elevated 
position (Fowler’s position). 

The author operates according to the principles 
mentioned as soon as the diagnosis is established. 
Operation is contra-indicated only in the last ex- 
tremity and when there are signs of very severe 
sepsis. 

Latzko has observed excellent results from the 
introduction of ether into the abdomen; injurious 
effects were never found at autopsy. 

Hromapa (Z). 


GASTRO-INTESTINAL TRACT 


Conlin, F.: The Modern Medical Treatment of 
Gastric Ulcer. Nebraska State M. J., 1922, vii, 
113. 

The cases of peptic ulcer amenable to medical 
treatment are classified as: (1) those without per- 
foration, (2) those without perigastric abscesses, 
(3) those in which secondary carcinoma is definitely 
excluded, (4) those without hour-glass or other 
serious deformity, (5) those without a history of 
severe hemorrhage, and (6) those without organic 
pyloric obstruction. 

Rosenow concludes that peptic ulcer is due to the 
entrance of bacteria into the blood and that atten- 
tion should be given to foci of infection. 

Many types of medical treatment have been ad- 
vocated. Leube placed the patient in bed on a 
milk diet for fourteen days. Lenhartz advised pro- 
tein food to combat the acidity and build up the 
body strength. Sippy’s treatment consists in the 
protection of the ulcer from the gastric juice until 
healing takes place. 

Malnutrition of the gastric mucosa causes a loss of 
the normal resistance to the pepsin which has been 
permeated by the hydrochloric acid. This can be 
prevented by neutralization of the gastric secretion 
by frequent feedings, and by the use of alkalies, so- 
dium, calcium, and magnesiumcarbonate. Excessive 
nausea and vomiting may be combated by duo- 
denal feeding with the Einhorn tube. According to 
Freidenwald, this method gives relief in 86 per cent 
of cases. 
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Smithies has called attention to the fact that in 35 
to 4o per cent of cases the acidity is within the nor- 
mal limits, and that in a number of cases of hyper- 
acidity there is no pain. Carlson states that in all 
probability the gastric pain is due to increased ten- 
sion of the walls of the stomach due to increased in- 
tragastric pressure. This has been demonstrated 
fluoroscopically by Carman at the Mayo Clinic. 
Friedman states that: (1) there are typical ulcer 
pains after ulcers have been healed, leaving only 
scars; (2) there are typical pains in achylia gastrica; 
and (3) clinical improvement may occur with com- 
plete disappearance of pain and persistent hyper- 
acidity. He concludes that hyperacidity is a result, 
and not a cause, of ulcer. 

Smithies states that carbohydrates do not unite 
with hydrochloric acid, and the free acid causes 
relaxation of the pyloric sphincter. Proteins unite 
with the acid and hence cause delayed sphincter 
relaxation and an increase of 50 per cent in the gas- 
tric secretion; the stomach is therefore subjected to 
more intense peristaltic activity without pyloric 
relaxation. His treatment, which is based on these 
physiological facts, consists of: 

Rest for three weeks. 

2. Local applications to the abdomen. 

3. Fasting for the first twenty-four to forty-eight 
hours. During this time the patient is allowed to 
chew paraflin wax and is given by rectum 500 to 
1,000 calories of a nutrient mixture consisting of 
1 oz. of 50 per cent alcohol and 1 oz. of glucose with 
the addition of normal salt solution to make 240 
c.cm. 

An ulcer may be considered healed when long 
freedom from symptoms is associated with normal 
gastric function, the absence of blood in the stools, 
the X-ray demonstration of a complete change in 
the ulcer, and normal peristalsis without spasm or 
hour-glass deformity. 

Most of the failures in the treatment of gastric 
ulcer are due to failure to keep the patient under 
observation and to protect the stomach from irrita- 
tion. Repeated X-ray and stool examinations should 
be made. 

In conclusion Conlin states that with the new and 
more exact methods of diagnosis and observation 
medical treatment will cure a large percentage of 
gastric ulcers. Merte R. Hoon, M.D. 


Moorhead, T. G.: Venous Thrombosis and Gas- 
tric Carcinoma. Practitioner, 1922, cviii, 252. 

The author calls attention to the diagnostic value 
of intravenous thrombosis as a sign of visceral malig- 
nant disease found not only in abdominal cancerous 
cachexia, but also frequently as the earliest sign of 
a latent carcinoma. As evidence of the latter he 
cites the following case: 

A laborer, aged 43 years, entered the hospital com- 
plaining of a swelling of the right side of the neck. 
He had not suffered any injury and before the ap- 
pearance of the swelling was well. Examination 
revealed thrombosis of the internal jugular vein. 
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There was no evidence of malignant disease of the 
chest or abdomen. The process gradually cleared 
up but later appeared on the opposite side of th« 
neck and became progressively worse. 

Four weeks after the patient’s admission to the 
hospital he complained for the first time of ab- 
dominal pain and nausea. He died a few days later 
and at autopsy a cancer was found involving thx 
entire lesser curvature of the stomach almost to the 
pylorus, the surface of which was ulcerated. Micro- 
scopic examination of the thrombosis did not reveal 
the presence of any micro-organisms or cancer 
cells, although it undoubtedly had its origin in the 
cancer area. 

The author cites the following case in which the 
thrombosis occurred as the terminal sign: 

A man, aged 42 years, reported complaining of 
pain in the stomach, vomiting, and loss of weight. 
Gastric ulcer was diagnosed and a gastro-enteros 
tomy was performed. The patient improved in 
health and gained in weight. Four months later 
there was a recurrence of the gastric symptoms with 
much pain in the right leg. A diagnosis of carcinoma 
of the stomach was made. During the remaining 
six weeks of the patient’s life practically every vein 
in the body became thrombosed. 

Two other cases are also cited, one in which 
thrombosis of the axillary and subclavian veins 
occurred several weeks previous to the abdominal 
complaint which at operation proved to be an in- 
operable adenocarcinoma of the ovaries and uterus, 
and another in which thrombosis of the femoral 
veins occurred in a patient suffering from carcinoma 
of the stomach and pancreas. 

The author concludes that these cases, whatever 
their cause, fall into two classes, early and late, 
the latter caused probably by the cachexia and the 
former due probably to the entry of cancer cells or 
micro-organisms into the blood stream. 

Wiiiam J. Pickett, M.D. 


Spriggs, E. I., and Marxer, O. A.: A Study of 
Sixty-Five Cases Seeking Relief After Short- 
Circuiting Operations. Lancet, 1922, ccii, 725. 

In the sixty-five cases reviewed, a gastro-enter- 
ostomy had been done in fifty-one, a partial colec- 
tomy in nine, and an ileosigmoidostomy in four. 
About half of the patients who sought further 
treatment after gastro-enterostomy recovered from 
their symptoms or improved greatly with the lapse 
of time and suitable medical treatment. All but one 
or two of the gastro-enterostomies were of the 
posterior variety. In four cases a second operation 
for complications was done soon after the first. 
Most of the operations were done by leading 
surgeons. 

The conditions complained of included pain, 
weakness, wasting, diarrhoea, and vomiting. Thi 
gastric acidity was greatly reduced after the gastro- 
enterostomy. The passage of food varied from i 
rapid rush to evacuation requiring forty-eight hour: 
When the emptying time was short, the patient 
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seemed to be most wretched and uncomfortable. 
In twenty-seven cases in which only one examina- 
tion was made the food left the stomach entirely 
through the stoma. In some of the cases in which 
the pylorus was known to have been sutured there 
was patency. In twelve cases the food left by the 
pylorus during one examination and by the stoma 
during another. In seven cases it left by both open- 
ings. In four cases nothing passed by the stoma in 
spite of manipulation or a change of the subject’s 
position. 

In thirteen cases bile was present in the stomach 
contents. In ten cases deformity or contraction of a 
loop of jejunum was observed in serial films. In 
three of four of these patients who were operated 
upon jejunal ulcers were found; in the fourth the 
loop was found to be twisted between a former 
lateral anastomosis and the stoma. In one case a 
gastric ulcer for which the operation had been per- 
formed persisted unhealed. 

Of forty-nine patients seen, thirty-five were treated 
medically; fourteen recovered, seventeen showed 
improvement, and four showed no improvement. 
Of fourteen treated surgically, nine are well, four 
are greatly improved, and one is dead. In most of 
the cases in which recovery did not result, abnor- 
malities which could be relieved by a second 
operation were discovered. These included regurgi- 
tation of bile, a stoma not in lowest portion of 
stomach, jejunal loops not of abnormal appearance, 
and ulceration about the opening. 

Operations on the colon included five ileosigmoid- 
ostomies and nine partial resections of the colon. 
The results were far from satisfactory in most 


instances, the original symptoms persisting after 


the operation. It was evident that the operation 
was justifiable in only two, or perhaps three, cases. 
H. W. Fink, M.D. 


Schnitzler: Stenosis of the Intestines (Ueber 
Darmstenosen). Wien. med. Wehuschr., 1922, \xxii, 
125, 187, 224. 


In cases of intestinal occlusion pathologico- 
anatomical diagnosis must concede first place to 
functional diagnosis as the function of the intestines 
is of the greater importance. In the foreground 
stands the purely mechanical function which may 
be hindered by gross disproportion, disturbances 
in the normal physiological action of peristalsis 
without mechanical hindrance, or by a combination 
of both factors. For example, an incomplete 
mechanical hindrance may, through functional 
disturbance, become a total occlusion because of 
weakening of the motor strength of the upper 
portion of the intestine. Relative stenoses which 
allow the intestinal contents to pass when peris- 
talsis is slow become absolute obstructions when 
the peristalsis is strong. Many forms of postop- 
erative intestinal obstruction may be explained by 
the united working of these two factors. 

It is of the first importance to the surgeon to 
determine whether the cause of the obstruction is.a. 
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mechanical or a purely functional condition as 
operation promises results only in the former type 
of case. 

While in chronic stenoses the diagnosis of the 
location and character of the obstruction is often 
simple, in acute cases difficulty is encountered. 
Extra- and intra-abdominal diseases (pleurisy, 
diaphragmatic pleurisy, meningitis, nephrolithiasis, 
cholelithiasis, embolism and thrombosis of the 
mesenteric vessels, and peritonitis) often suggest 
intestinal obstruction. In acute ileus many of the 
characteristic clinical symptoms may be absent. 
Therefore in doubtful cases one should not waste 
time in protracted examinations but should operate 
early as without intervention very few cases can be 
cured. Every delay means great injury to the 
patient. 

In operation a careful technique is the chief 
essential. This means sufficient anesthesia, induced 
preferably with ether, speedy localization of the 
stenosis, an incision not too large, and the pre- 
vention of eventration. For many years the author 
has opened the abdominal cavity in the ileocecal 
region. The localization can be done most quickly 
from the cecum as from here it can be determined 
at once whether the obstruction is to be sought 
for in the small or the large intestine. In obstruction 
of the small intestine the loops leading to the 
cecum are collapsed. As a rule in such cases the 
obstruction will be found in the lower abdomen on 
the right side. 

The protrusion of inflated intestinal loops, which 
is particularly disturbing in a median laparotomy, 
is prevented by the ileocecal incision. Moreover, 
if the formation of an intestinal fistula is necessary 
the ileocecal incision is far more advantageously 
situated than the median incision with regard to 
the escape of fecal matter. In ileus of the large 
intestine not permitting radical methods the 
cecal incision facilitates a marginal cecostomy. 
This incision is preferable also because, masked by 
the ileus, there may be a senile appendicitis and 
in this condition a median incision places the 
patient in great danger of peritonitis. 

There are no conditions in the abdominal cavity 
regarding which a surgeon with sufficient practice 
cannot easily inform himself through the ileocecal 
incision. Even when, for example, the intestine 
disappears into a left obturator hernia, it is always 
less of a strain upon the patient to complete the 
operation by a short incision on the left side after 
closing the wound on the right than to make an 
unusually large median incision. 

The author recommends the establishment of 
intestinal fistula in postoperative intestinal occlu- 
sion and peritonitis, as was urged by him in rgor. 

Hromapa (Z). 


Van Beuren, F. T.: Lethal Factors in Acute Ileus. 
Ann. Surg., 1922, 1xxv, 423. 


Acute intestinal obstruction may be defined as a 
local condition associated with sudden abnormal 
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stoppage of the intestinal current between the 
stomach and anus. 

Acute ileus is a general condition the syndrome 
of which appears when intestinal obstruction has 
been present long enough to make its effect mani- 
fest. 

The proper treatment of acute ileus, whatever its 
cause, is similar in every case, while the appropriate 
treatment of intestinal obstruction varies according 
to the mechanical, spastic, or paralytic character 
of the condition. Acute ileus resulting from strang- 
ulated hernia requires treatment quite as much as 
acute ileus arising from postoperative bands and 
adhesions. 

The mortality from obstruction varies from 30 to 
60 per cent. The author’s operative statistics show 
that it is less than 20 per cent when operation follows 
within twenty-four hours after the onset of symp- 
toms, and over 70 per cent when operation is de- 
layed for over seventy-two hours. 

There is a wide variation in the time of onset of 
the symptoms of ileus following obstruction. The 
outcome will be determined by three factors: (1) 
the patient’s resistance, (2) the intestinal damage, 
(3) the formation of poisons within the intestine. 
It is unknown whether or not these factors are 
related. 

Basically intestinal damage is interference with 
the intestinal blood supply. There is evidence to 
show that the degree of injury to the intestine is no 
criterion as to the toxicity of the intestinal contents. 
This has been observed by the author in clinical 
cases as well as in animals. 

A fourth deadly factor is shock. This appears 


relatively early in obstruction when the mesenteric 
blood supply of a portion of the intestine has been 
obstructed by volvulus, thrombosis, or other types 


of strangulation. From the author’s observations 
the more sudden the onset of blood stasis and the 
larger the extent of intestine involved the greater 
the accompanying shock. A fifth factor is dehydra- 
tion of the tissues due to an output of fluids greater 
than the intake. 

At least some of these lethal factors appear to be 
interdependent or to react upon each other. Each 
is variable in different cases but all are present in 
almost every case of acute ileus. 

Delay on the part of the surgeon in acute ileus 
is just as dangerous as any of the conditions men- 
tioned. Crayton F. ANpREws, M.D. 


Schroder, C. H.: Congenital Obstruction of the 
Duodenum: Report of a Case. J. Am. M. Ass., 
1922, Ixxviii, 1039. 

Schroder reports a case of congenital obstruction 
of the duodenum in an infant. Two operations were 
performed but the condition was found only at 
autopsy. 

The clinical signs were projectile vomiting, 
loss of weight, retention, marked visible peristalsis, 
and a tumor in the pyloric region. The first opera- 
tion revealed marked dilatation of the duodenum 
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ending at the junction of the second and third parts. 
As nothing could be found to explain this, the 
abdomen was closed. A jejunostomy was later done, 
but was not successful in improving the patient’s 
general condition, and death resulted. 

Autopsy disclosed a stomach one-third larger 
than normal. The duodenum immediately beyond 
the pyloric sphincter was enormously dilated in the 
first portion, the dilatation ceasing abruptly 1 cm. 
proximal to the ampulla of Vater where the lumen of 
the bowel was reduced to an oval opening % in. in 
diameter by a diaphragm of mucous membrane 1.5 
mm. thick. This diaphragm contained all the coats 
of the bowel wall. 

The etiology of the obstruction is obscure. The 
differential diagnosis is difficult, the condition re- 
sembling pyloric stenosis. 

X-ray examination with the barium meal is the 
only method of diagnosis. Gastro-enterostomy is 
the only cure. H. A. McKnicar, M.D. 


Duval, P., and Basset, A.: Co-Existence of a Sten- 
osis of the Third Portion of the Duodenum 
Due to Mesenteric Compression and an Ulcer 
of the First or Second Portion (Coexistence 
d’une sténose de la troisiéme portion du duodénum 
par compression mésenterique et d’un ulcére de la 
premiére ou deuxiéme portion). Bull. ef mém. 
Soc. de chir. de Par., 1922, xviii, 391. 


The authors discuss the technicalities of the 
treatment of a duodenal ulcer co-existing with 
stricture of the third portion of the duodenum due 
to mesenteric compression. The only cases which 
they were able to find in the literature were reported 
by American authors. Duval and Basset have 
recently operated upon a case of juxta-pyloric stenos- 
ing duodenal ulcer with supra-mesenteric duodenal 
dilatation. A transmesocolic duodenojejunostomy 
with a supplementary jejunojejunostomy was fol- 
lowed by excellent recovery. 

The various types of lesions and the value of the 
different operative procedures applicable to them 
are discussed and illustrated. The authors are of 
the opinion that when mesenteric compression of 
the third portion of the duodenum is coincident with 
an ulcer of the first portion, both the duodenal dila- 
tation and the duodenal ulcer should be treated. 
The only treatment of duodenal dilatation is duo- 
denojejunostomy, but the treatment of the ulcer 
depends especially on the technical conditions under 
which the duodenojejunostomy must be done. As 
the first manceuvre when the two conditions are 
associated it is necessary to raise the transverse colon 
and to determine whether the duodenojejunostomy 
can be submesocolic, transmesocolic, or suprameso- 
colic. 

If a submesocolic operation can be done it may be 
combined with a direct operation on the ulcer or 4 
short gastroduodenal subpyloric anastomosis. If a 
transmesocolic or supramesocolic duodenojejunos- 
tomy must be done the duodenal operation becomes 
technically impossible because of the lack of any 
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area on the second portion of the duodenum in which 
to perform a plastic operation with resection of the 
ulcer and a duodenojejunostomy. It is then neces- 
sary in cases of non-stenosing ulcer to resort to 
double (gastro- and duodenojejunal) anastomosis 
with or without exclusion of the pylorus. The tech- 
nique of this double anastomosis depends upon the 
possibility of making the duodenojejunostomy sub- 
mesocolic or the necessity of making it transmeso- 
colic or supramesocolic. If the duodenojejunostomy 
can be submesocolic, the gastro-enterostomy made 
at first on the jejunum should be the simple latero- 
lateral gastro-enterostomy, and the duodenojejunos- 
tomy will also be latero-lateral, which is the tech- 
nique of Kellogg and easy of execution. If the 
duodenojejunostomy must be transmesocolic or 
supramesocolic the latero-lateral method becomes 
impracticable and it will be necessary to resort to a 
Y-duodenojejunostomy attached to a lateral gastro- 
enterostomy. W. A. BRENNAN. 


Judd, E. S.: 
Associated with Cholecystitis. 
1922, Ixxv, 459. 

Four cases of bleeding duodenal ulcer are de- 
scribed in which the pathologic condition in the 
gall-bladder was more extensive than that in the 
duodenum. In each case the duodenal ulcer was 
demonstrated early, and the gall-bladder presented 
severe cholecystitis and contained stones and 
infected bile. There was thickening of the gall- 
bladder wall, and complete destruction of the 
mucous membrane. A similarity in the clinical 


Bleeding Ulcer of the Duodenum 
Ann. Surg., 


history was noted in that the chief symptom in 


each case was severe gastro-intestinal hemorrhage 
occurring at intervals of a few months, usually 
when least expected, and frequently after the 
patient had been symptom-free for some time. 
Severe pain had not been present in any of the four 
cases. 

In one patient who had had very severe hemor- 
rhages at intervals for many years, and a severe 
hemorrhage just before his arrival at the Mayo 
Clinic, no evidence of a break in the duodenal 
mucous membrane or vessel erosion as a source 
of the bleeding was found at operation. A great 
deal of scar tissue was present in the duodenal 
wall, the tissues of the gall-bladder were inflamed, 
and a definite hepatitis had progressed almost to 
a stage of cirrhosis. No jaundice or ascites was 
present. 

The other three cases showed at operation definite 
ulceration on the anterior part of the duodenum 
away from the larger vessels, but this appeared 
quite unimportant. Extensive hepatitis and chole- 
cystitis with cholelithiasis and infected bile in the 
gall-bladder were present in all three cases. 

The findings in the cases reported emphasize the 
importance of gall-bladder infection as a possible 
etiologic factor in gastro-intestinal bleeding. The 
hemorrhages were of the massive type, such as 
occur from the pancreaticoduodenal artery, but in 
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each case it was quite clearly shown that none of the 
larger vessels could have been involved by the 
ulcerations. 

Rankin, of the Mayo Clinic, in a recent review of 
the histories of fifty-five cases in which blood was 
present in the vomitus, the stool, or both, but at 
operation a pathologic condition was found in the 
gall-bladder, stated that thirty-six were those of 
females and nineteen those of males, and that the 
average age of the patients was 39.5 years. Blood 
was present in the vomitus in thirty-two cases, in 
the stool in eighteen, and in both the stool and the 
vomitus in five. 

Hemorrhage into the stomach or intestine may 
occur when the lesion is in the gall-bladder or 
liver, and it is difficult to determine the bleeding 
point and whether there are several of them or 
only one. 

Cases of cholecystitis in which there is occasional 
bleeding into the stomach or intestinal tract should 
be grouped with the toxic cases of gastro-intestinal 
bleeding as the condition is undoubtedly due to 
the effect of toxins from the infected gall-bladder or 
liver. 

In deeply jaundiced patients, bleeding sometimes 
occurs from all mucous membrane surfaces, prob- 
ably because of a changed condition of the blood 
due to the presence of bile. It is possible, however, 
that some other change or disturbance of the func- 
tion of the liver may be the factor that causes 
changes in the blood or other tissues leading to toxic 
bleeding. 

There is an abundance of evidence to show that 
cholecystitis and hepatitis may be the source of the 
infection which results in bleeding, and there is 
evidence also suggesting that cholecystitis may be 
the source of the infection, causing the symptom 
even in the presence of ulcer of the stomach or 
duodenum. 

The details of the histories of the four cases are 
presented. G. H. Jackson, Jr., M.D. 


Ellis, J. W.: The Cause of Death in High Intestinal 
Obstruction. Ann. Surg., 1922, Ixxv, 429. 


The mortality from high intestinal obstruction is 
given by various surgeons as 50 to 60 per cent. 
The signs of this condition are profound toxemia, 
pain, tenderness, rigidity, vomiting, and collapse. 
As the same signs may be present in acute pan- 
creatitis and acute fulminating peritonitis, the dif- 
ferential diagnosis is difficult and at times even 
impossible. 

Opinion differs as to the best treatment. Some 
eviscerate and empty the affected loops by means 
of a Monk or Moynihan tube. Others prefer an 
enterostomy. In spite of these methods the mortal- 
ity is high and death is due to toxemia. The 
author reviews the literature concerning the source 
and nature of the toxin. One group of investigators 
discussed a poison which attacks the nervous system, 
causing convulsions. Another group dealt with a 
toxin which attacks primarily the gastro-intestinal 
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tract, causing vomiting, retching, diarrhoea, and 
tenesmus. 

Many theories have been advanced as to the cause 
of death. It has been attributed to: (1) auto- 
intoxication from stagnation and putrefaction of 
intestinal contents, (2) bacteriamia, (3) secretions 
emptied into the upper intestines, (4) cerebral 
anemia and resulting shock from bleeding into the 
splanchnic area, (5) reflex irritation of the sympa- 
thetics, (6) disturbance of circulation in the intes- 
tinal wall, (7) perversion of the normal function of 
the cells of the duodenal mucosa, and (8) rapid and 
extreme dehydration of the tissues. 

The clinical picture closely resembles that of 
acute pancreatitis, ileus, and acute peritonitis. In 
the author’s opinion the toxins causing death in 
these conditions are closely allied chemically. In 
ileus they arise in the cells of the duodenum and in 
pancreatitis they a ise in the cells of the pancreas. 
In intestinal obstruction the major portion of the 
toxin is forced into the lymph stream and then 
into the general circulation. These deductions 
were made on the basis of repeated animal experi- 
mentation. The experimental results correlate and 
explain some of the varied opinions of other workers 
and confirm the view that the site of origin is in 
the cells of the intestinal mucosa. 

Ellis draws the following conclusions: 

A poison can be isolated from the intestinal con- 
tents in cases of high obstruction by precipitation 
with alcohol, extraction with boiling water, and 
reprecipitation with the aid of magnesium sul- 
phate. This is impossible in the case of the normal 
animal. 


The poison is identical with that found in portal 
obstruction, acute fulminating non-bacterial peri- 
tonitis, and in animals whose adrenals have been 
removed. The clinical resemblance of such condi- 


tions is due to the similarity of the toxins. Since 
erepsin has no effect on the toxin, it is neither a 
proteose nor a hetero-proteose. Gastric lavage and 
saline solution given by rectum and intravenously 
are useful in removing the poison. It may be advan- 
tageous to add adrenalin to the saline solution. 
MERLE R. Hoon, M.D. 


Eichhoff, E.: Contributions to the Surgery of the 
Rectum: A Report on the Carcinomata of the 
Rectum Treated in the Breslau Clinic (Bei- 
traege zur Chirurgie des Rectums: Bericht ueber 
die an der Breslauer Klinik behandelten Rectum- 
carcinome). Beitr. z. klin. Chir., 1922, cxxv, 17. 


The author reports on material from 1879 to the 
beginning of 1920. In all, there were 1,021 cases. 
Of these, the cases of 221 patients (21.6 per cent) 
have only partial statistical value (age and sex) for 
they were either not admitted, their condition being 
absolutely hopeless, or they at once refused sur- 
gical treatment. The other 800 cases formed the 
basis of the author’s study. 

Of these 800 cases, 610 (59.7 per cent of the total 
1,021) were treated. In the other 199 cases operable 
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rectal carcinoma was diagnosed but the patient 
refused to allow an operation. Of the 610 treated 
cases, 516 (50.5 per cent of the total) were operated 
on. In 94 cases (9.2 per cent of the total) radio- 
therapy alone was possible. Three hundred and 
twenty-six persons (31.9 per cent of the total) were 
operated on radically. An artificial anus was 
formed in 166 cases (16.2 per cent of the total). 
Eleven cases (1 per cent of the total) were treated by 
palliative methods (curettage, dilatation). In 
thirteen cases radical operation was attempted but 
could not be completed because of technical difficul- 
ties. Sixteen cases (1.5 per cent of the total) were 
operated on for ileus, two radically. In the re- 
maining fourteen cases an artificial anus was 
formed. 

The proportion of male patients to females was 
1.64:1. The incidence of the condition is greatest 
between the fortieth and seventieth years of age. In 
males it develops most frequently in the sixth and 
seventh decades, and in females in the fifth and sixth 
decades. Forty-five of the patients (twenty-four 
men and twenty-one women) were less than 30 
years of age. The youngest patient was 17 years old. 
Of the patients under 30 years only thirteen were 
operable, two died just after the operation, four in 
the course of the first year, one in about five years. 
Of four who are still living one has been free from 
recurrence twenty-seven years, another fifteen 
years, and one, one year. The other thirty-two 
cases were inoperable. 

The author distinguishes between the carcinomata 
of the anus, the pars perinealis, the ampulla, the 
uppermost regions of the pars pelvina, and those 
which extend to several segments of the rectum. Of 
the records of the 610 cases treated, only twelve 
failed to give the exact location of the tumor. 
Carcinoma of the anus is very rare (two cases, 0.3 
per cent). Its prognosis is not unfavorable but it 
develops quickly and readily forms glandular 
metastases (inguinal glands). There were forty- 
four cases of carcinoma of the pars perinealis (7.3 
per cent); all of these were operable. Carcinoma of 
the pars perinealis with extension to the lower part 
of the ampulla was found in sixty-nine cases (11.5 
per cent); fifty-five of these were operable. The 
greatest number of the carcinomata involved the 
ampulla (363 cases, 60.7 per cent, of which 177 
were operable and 186 inoperable). In sixty-eight 
cases (11.3 per cent) the carcinoma was in the up- 
per part of the ampulla and on the margin. Only 
fifteen could be operated on radically. In 37 cases 
(6.1 per cent) the tumor spread over most or all 
of the rectum; ten cases were radically operated on. 

Three hundred and thirty of the carcinomata 
(55.1 per cent) were circular and 268 (44.8 per cent) 
were insular. Of the latter, 132 were situated in the 
anterior wall, seventy-two in the posterior wall, 
thirty-four on the lateral walls. The carcinomata of 
the ampulla were mostly ring carcinomata. 

Metastasis of carcinomata of the rectum generally 
takes place by the lymph stream. Blood-stream 
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metastasis is rare. Peritoneal carcinoma is very rare. 
In three cases there was a skin metastasis on the 
scrotum and the buttocks. 

The early diagnosis of carcinoma of the rectum 
can be made with certainty only if the physician can 
devote sufficient time to the patient to make a care- 
ful examination. In 98.5 per cent of all cases the 
diagnosis could be made by a careful examination 
with the finger. In approximately 60 per cent of the 
inoperable cases the patients had sought medical 
aid in time but had been given conservative treat- 
ment for hemorrhoids, chronic catarrh of the rectum, 
etc., no rectal examination having been made. 
Only thirty-four (8.5 per cent) patients came for 
treatment in the first four weeks of the condition, 
317 (55.3 per cent) in the course of the first year, 
152 (26.5 per cent) after one year, and 70 (12.2 per 
cent) after two years. 

Exploratory laparotomy is a diagnostic aid in 
doubtful cases, and is particularly indicated in 
cases of high tumors. It revealed operable car- 
cinomata in 50 per cent of the cases. When there 
is the least probability of success radical treatment 
is indicated. 

In the Berlin clinic an artificial anus is formed only 
when absolutely necessary. The author does not 
favor preliminary colostomy. This is indicated 
only by threatening conditions, in threatened or 
complete obstruction of the bowels or in operable 
cases in which, on account of the patient’s poor 
general condition, the more serious operation is 
inadvisable until later. 

Most of the radical operations (about 75 per cent) 
were done under general anesthesia. The mortality 
from pulmonary affections was slight (only 11.2 
per cent). Nearly all known methods of amputation 
and resection were employed during these years. 
No one amputation method should be followed in 
all cases. The anal portion of the rectum should 
be preserved whenever possible. It is often sufficient 
to resect only the coccyx, but in most cases the work 
of the operator is made easier by resection of the 
sacrum. In only 15 per cent of the cases of resection 
was it possible to obviate opening of the peritoneal 
cavity. Of the amputations about 50 per cent 
could be performed by an extraperitoneal procedure. 
The peritoneum should be closed as exactly as 
possible. The best method of caring for the end of 
the intestine after amputation is the formation of a 
sacral anus. This serves best for the application of 
the closing bandages. In amputation Kuettner 
brought the entire released rectum as well as the 
sphincter portion into the sacral opening and, in 
order to prevent contact of the fresh surfaces of 
the wound with the contents of the intestines as 
long as possible, did not bring the part to a level 
until some time after the operation. The procedures 
suggested for the construction of a new sphincter 
were employed in only five cases. They were 
generally avoided because in the use of questionable 
methods fresh wounds are produced and the danger 
of infection is increased. The drawing-out method is 
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adapted particularly to cases of deep tumors in 
which the intestine must be removed from close to 
the sphincter muscle. The upper end of the intes- 
tine must be sufficiently mobilized so that no 
stretching will take place. Forty-four cases were 
operated on according to the Kuettner method of 
sacral protrusion. Entire rejection of laparotomy 
combined with amputation or resection of the rec- 
tum is unwise. These methods are of value in many 
cases of high carcinomata but should not be applied 
to all cases. It is going too far to begin the operation 
on every high carcinoma witb an abdominal incision. 
Most of these cases can be managed by the sacral 
method. The combined method beginning with an 
abdominal incision should be used only in doubtful 
cases. In some instances the abdominal operation is 
completed without trouble, but the sacral invasion 
meets with insurmountable technical difficulties 
so that the operation cannot be completed. For 
these reasons the combined method was seldom used 
in the Breslau clinic. Only twelve cases were op- 
erated on in this manner. 

The after-treatment is of great importance for 
successful results. Until the tenth day following the 
operation the stool must be held back. The dangers 
of this period are great. Ten patients operated on 
developed obstinate cystitis, which in two cases 
led to nephritis. Retention of urine must be pre- 
vented by catheterization. Iodoform poisoning 
following tamponade occurred in three cases, and in 
two resulted in-death. Thereafter iodoform gauze 
was no longer used. 

Of the 326 patients operated on radically, seventy- 
nine (24.5 per cent) died. The primary mortality 
of the various methods of operation was as follows: 
excision (ten cases), o per cent; 2mputation (113 
cases), 32.8 per cent; resection without operation 
and without protrusion (155 cases), 20 per cent; 
invagination (4 cases), 25 per cent; protrusion 
according to Kuettner (44 cases), 22.7 per cent. 
The combination of the sacral protrusion method 
with abdominal incision greatly increases the danger 
of death. Of four patients thus operated upon 
three died. If these four cases are left out of con- 
sideration the postoperative mortality of sacral 
displacement was 17.5 per cent. In two cases a 
gas phlegmon developed after the radical operation. 

Of the 247 patients who lived the fate of 209 
is known. Eighty-seven survived the radical 
operation more than three years (32.5 per cent of 
those regarding whom it was possible to obtain 
information). Fifty-nine patients lived longer than 
five years and forty-one longer than eight years. 
Thirty-one lived more than ten years, and of these 
twenty-five are today entirely well. The six others 
died eleven, fourteen, eighteen, nineteen, and 
twenty-three years after the operation. Of the 
entire 1,021 patients 8.5 per cent lived longer than 
three years after the operation and 3 per cent 
lived longer than ten years. This poor showing is 
to be attributed, not to the poor results of the 
radical treatment, but to the fact that most of the 











118 





cases are not seen when operable. A comparison 
of the primary and the functional results obtained 
by the various methods of caring for the intestine 
shows that the drawing-out process had the highest 
mortality and the least favorable functional results. 
A fact worthy of note, however, is that in an entire 
series of cases complete continence was obtained by 
preservation of the sphincter portion. The drawing- 
through process is preferable to amputation. The 
mortality following primary circular suture and that 
following the displacement method of Kuettner are 
equal, but the latter caused fewer deaths from 
infiltration of the wound. The best conditions for 
continence are obtained by primary circular suture. 
The functional results given by the sacral protrusion 
method were excellent. 

In inoperable cases the formation of an artificial 
anus is justified to alleviate suffering. Kuettner 
made his jncision of the skin toward the median 
line and after removing the sheath of the rectus 
muscle displaced the muscle medially and opened the 
peritoneum through its posterior sheath. By this 
method the rectus muscle was utilized to close the 
artificial anus. The formation of an artificial anus 
may often prolong life astonishingly. As a rule, 
.however, death occurs in the first year following the 
operation (62 per cent of cases). Thirty-one per cent 
of the patients lived more than one year; 15 per 
cent, longer than two years; 6 per cent, longer than 
three years; and 2 per cent lived longer than five 
years. Three patients died in the seventh year, two 
of cancer and one of pulmonary tuberculosis. Of 
170 patients with operable tumors who, however, 
refused to allow an operation, 39 per cent lived 
longer than one year, 15 per cent longer than two 
years, 10 per cent longer than three years, 4 per 
cent longer than four years, and one longer than five 
years. Two patients committed suicide in the fifth 
year of the disease. So far as the author is able to 
judge, the results of radiotherapy are not favorable. 

Konjetzny (Z). 


Moon, L. E.: Anal Fissure and Its Treatment. 
Nebraska State M. J., 1922, vii, 131. 


Anal fissure, anal ulcer, and anorectal ulcer are 
the same lesion and are not to be confused with 
rectal ulcers which are different in etiology and 
symptoms. 

Fissures are most frequently seen in the pos- 
terior commissure, next most frequently in the 
anterior commissure, and least frequently on the 
lateral walls of the anus. As a rule they occur 
singly. 

Because of the ruge of the anal canal, an ulcer 
appears as a crack or fissure extending in a longi- 
tudinal direction, but when the anal canal is 
dilated and the mucous membrane is smoothed out, 
the ulcer will be found in many cases to be round. 
Its depth may vary from that of the mucosa to 
that of the muscular layers. At the lower end of 
the ulcer is a redundant skin tag called the “‘senti- 
nel pile of Brodie.’’ At the upper extremity of the 
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fissure a small tag of mucosa or a polyp is frequently 
found. 

The most prominent symptom is pain either 
before, during, or after defecation. As a rule it 
occurs an hour afterward and persists a variable 
period. With the pain there may be an inter- 
mittent spasm of the sphincter. 

Examination to determine the presence of a 
fissure should be done carefully to avoid causing 
pain. Palliative treatment is of value in cases of 
the very superficial type of ulcer. 

Surgical treatment consists in excision of the 
ulcer. The method employed by the author is as 
follows: ‘ 

The lower bowel is cleansed with an enema, 
scopolamine and morphine are given one hour 
before operation, and superficial and deep anes- 
thesia of the anal area is induced with % per cent 
novocaine. The skin about the anus is grasped 
with forceps at four equidistant points and the 
ulcer exposed by everting the anal canal. The fis- 
sure is excised and the sphincter spasm relieved by 
incising the superficial fibers of the sphincter. A 
single layer of gauze is laid in the wound to prevent 
adhesion of the edges. When granulations are 
formed the gauze is removed. Beginning with the 
morning of the second day after operation, paraffin 
oil is given twice daily to soften the stool. 

I. E. Bispxow, M.D. 


Cunéo, B.: A New Method for the Formation of a 
Continent Iliac Anus (Un nouveau procédé d’anus 
iliaque continent). Presse méd., Par., 1922, xxx, 333- 


In Cunéo’s method continence is obtained by 
compressing the intestine a little higher than its ar- 
tificial orifice by means of an apparatus with an 
action similar to that of a coprostatic forceps which 
is placed on the intestinal teguments perpendicularly 
to the axis of the intestine. 

The apparatus is made of duralumin and weighs 
25 gm. It has two parts: one in the shape of a U 
and the other a rigid plate which slides between the 
vertical sides of the U and has attached to its under 
side a compressing bar. The transverse part of the 














Fig. 1. The compressing apparatus. 





























Fig. 2. Outline of the skin t 1 u k \ 1 
incisions. the intestine and the insertion of its extremity of the operative wound, with the 


through the internal flap. 
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Fig. 3. Exteriorization of the upper end of 





Fig. 4. Anus after healing 


compressing apparatus in place. 


(A New Method for the Formation of a Continent Iliac Anus —Cunéo.) 


U and the compressing bar are covered with rubber. 
The former is inserted in a cutaneous tunnel made 
for it under the terminal part of the intestine and 
the latter rests on the tissues lying over the intes- 
tine. The apparatus is easily taken apart and can 
be withdrawn and cleaned at any time. The patient 
easily learns to manipulate it and to determine 
the amount of intestinal compression necessary. It 
can be tolerated six hours or more continuously 
without pain or injury to the intestinal tunics. 
W. A. BRENNAN. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Henschen, K.: The Surgery of the Bile Passages: 
Functional, Bacteriological and Roentgen 
Diagnosis, Operative Physiology, Anatomical 
and Clinico-Physiological Operative Precau- 
tions (Die Chirurgie der Gallenwege: Funktionelle, 
bakteriologische und Roentgendiagnostik,Operations- 
physiologie, anatomische und klinisch-physiologische 
Operationssicherungen). Schweiz. med. Wchnschr., 
1921, li, 1222. 

By means of the Einhorn duodenal tube it is 
possible to obtain the secretions of the organs to be 
examined in a pure state and under nearly physio- 
logical conditions. The entrance of the tube into 
the duodenum can be determined by the fluoroscope 
and the aspiration of alkaline intestinal juice con- 
taining bile. If the duodenum is washed clean and 
the excretion of bile into the duodenum then pro- 
voked by means of chemical substances such as mag- 
nesium sulphate, sodium sulphate, sodium phos- 





phate, or a 5 per cent solution of Witte peptone, 
there results a flow of 10 to 20 c.cm. of bile from the 
common bile duct which is clear, transparent, and 
poor in mucus. This is followed quite suddenly 
by 30 to 100 c.cm. of dark, viscid, and concentrated 
gall-bladder bile. Following the gall-bladder bile, a 
slow and uninterrupted flow of clear, light, and thin 
liver bile is obtained. 

These three biles are collected separately in 
sterile containers and subjected to microscopic, 
chemical, and bacteriological examination. The 
findings give clincally valuable information regard- 
ing the bacteriology of the bile passages and duode- 
num and the chemistry of the bile and pancreatic 
enzymes. The rapidity of the appearance of the 
three portions of bile, the manner in which they 
were discharged, their quantity, color, consistency, 
and transparency, mucus content, and cytologic 
and bacteriological character all are of diagnostic 
import. The bacteriological examination of the 
duodenal secretion and of the stimulated bile 
secretion are of considerable importance with regard 
to the etiology of the inflammatory diseases of the 
bile ducts. The most valuable clinical information 
is the definite demonstration of typhoid infection in 
typhoid carriers. 

Normally the gall-bladder is not visible in the 
roentgen picture. Every gall-bladder seen on the 
roentgen plate must be considered as pathologically 
enlarged and dilated. For technical reasons, it is 
as yet impossible to obtain clear and unobjectionable 
roentgen pictures of the gall-bladder and gall-stones 
in every case. Of greater importance is the indirect 
roentgen demonstration of injuries of the bile 
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passages in the form of their displacement or distor- 
tion or the displacement of the adjacent organs or 
close or distant signs of irritation in the gastro- 
intestinal tract. The postoperative roentgen find- 
ings show that in the majority of the cases (78 per 
cent) the same changes in the anatomical relation- 
ship present before the operation are still present 
afterward. The conclusions with regard to surgical 
practice to be drawn from them are that operation 
must be performed before permanent anatomical 
changes have been established and that a careful 
operative technique (peritonization of wound sur- 
faces) and the avoidance of injury in drainage are 
essential. 

In spite of its small capacity, the gall-bladder 
serves as a pressure reservoir for the regulation of 
the biliary flow according to the physiological 
demands of the digestive organs. It acts also, 
however, as a secreting organ adding some element 
to the bile which is important for the chemical 
economy of the biliary flow and the action of the 
bile. According to the investigations of Helly, there 
must be a nervous adjunct regulation of the secre- 
tion and flow of bile in the form of a stimulant- 
conducting system which makes possible certain 
co-ordinating powers of the musculature of the intes- 
tinal and bile passages. This would explain the fact 
that diseases of the gall-bladder and the bile pas- 
sages comparatively often produce irritative condi- 
tions in the vegetative nervous system. Animal 
experiments show that loss of the gall-bladder is not 
followed by any change in the metabolism, and in 
man no cases are known in which the extirpation 
of the diseased gall-hladder caused inconvenience. 
Under the effective compulsion of function and the 
changed pressure relationships in the bile tract due 
to the removal of the organ a true or false substitute 
gall-bladder may form under certain conditions, 
and if only partial removal of the gall-bladder is 
done and a blind sac is left at the neck of the gall- 
bladder this may again develop and dilate if over- 
looked stones or cicatrices in the cystic duct produce 
renewed back-pressure. When a high section of the 
cystic duct is done a substitute gall-bladder may 
form under the influence of an injury to the wall, 
usually at the beginning of Heister’s valve. More- 
over, if the bile ducts are narrowed by cicatricial 
stenosis after cholecystectomy there may be formed 
at the juncture of the hepatic duct or at the common 
bile duct pocket-like protrusions which may be 
taken for substitute bladders, but are in reality 
cicatricial herniz. 

The changes in the gastric secretion, the least of 
which are evidenced clinically by slight disturbances 
of acid function and the most severe of which are 
evidenced by definite achylia gastrica, are seen 
before as well as after the operation. The symptoms 
of dyspepsia, which persist after cholecystectomy as 
well as after the arrest of gall-bladder function by 
disease, are not to be attributed to a deficit in 
hydrochloric acid as long as a good total acidity and 
fermentative digestive function are present. The 
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main cause of postoperative gastric complaints 
are—in addition to abnormal relationships in the 
position and motility of the stomach—a diminution 
of the total acidity or achylia gastrica which is 
not compensated by vicarious intestinal digestion. 
Clinical investigations following operation show 
that, in spite of these changes in gastric secretion, 
only a small number of patients subjected to 
cholecystectomy complain of gastric disturbances 
even when they have demonstrable achylia. Ac- 
cordingly, the body has sufficient recuperative power 
to replace changed or lost function. It is evident 
that with the returning rhythmical excretion of bile 
a compensation results in time. 

The definite functional relationship between the 
biliary and gastric sections shows also that only 
truly diseased gall-bladders, which are the demon- 
strable source of permanent symptoms, should be 
extirpated. The disturbances of important physio- 
logical relationships produced by demonstrably 
diseased gall-bladders are influenced effectively only 
by the permanent removal of the center of stimula- 
tion and infection. Biliary colic may occur in the 
absence of stones; stasis of the gall-bladder also 
occurs. The sudden attacks of pain in the static 
gall-bladder without stones are caused by various 
conditions: ineffective evacuation colics of an over- 
filled gall-bladder which cease suddenly as soon as 
a part of the bile has run off; torsion colics with 
torsion of the pedicle of a wandering or a pendulous 
gall-bladder; tension colics due to a sudden increase 
of the internal pressure and over-distention of the 
cystic wall or pressure from adjacent organs (a lymph 
node in the angle between the cystic and common 
bile ducts). 

With the aid of forty-three instructive illustra- 
tions, the author discusses the causes and prevention 
of operative injuries of the deep bile passages. There 
is no other region of the body in which so many 
anatomical variations occur as at and near the region 
of the bile ducts. One of the chief dangers in 
biliary operations is the possibility of injuring the 
hepatic and common bile ducts. The author there- 
fore emphasizes the importance of a strictly ana- 
tomical operative technique: (1) a sufficiently large 
and unobstructed field of operation; (2) adequate 
exposure of the common bile duct by an incision in 
the anterior leaf of the hepato-duodenal ligament; 
(3) the avoidance of injury of the venous vascular 
network on the choledochus, so that the field of 
operation is kept free from blood; (4) careful ex 
posure of the ampulla of the gall-bladder; (5) an 
“anatomical” exposure of the cystic artery and of 
the cystic, hepatic, and common bile ducts by out- 
ward reflection of the right lobe of the liver and 
tension on the choledochus; (6) the ligation of the 
cystic artery directly at the gall-bladder; (7) the 
separate ligation of the cystic artery and the cystic 
duct; (8) the careful demonstration of evident 
anomalies of the hepatic duct on separating the 
gall-bladder from its bed; (9) the opening of the 
choledochus as far as possible from the duodenum 
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in order to avoid operative injuries of the vessels; 
and (10) an anatomical exposure and a direct attack 
on the vessels themselves, if possible beginning at 
the porta of the liver. 

As far as permanent results are concerned, the 
simplest operative procedures have been the best up 
to the present time. Those most useful are: trans- 
verse suture of oval defects, circular end-to-end 
union with or without drainage of the hepatic 
duct, suturing after oblique freshening of the wound, 
the use of serosa-muscularis flaps from the stomach 
or duodenum, the use of the gall-bladder to cover 
the choledochus, and the use of internal prostheses 
(rubber or galalith tubing) or a T-tube left in place 
for several weeks. Hamorrhages from the bed of 
the gall-bladder which occur when suturing is 
impossible may be arrested by tamponade, cauter- 
ization, or the suturing in of an absorbable pack. 
Injuries of the hepatic artery or portal vein are 
treated by suture of the vessel and reinforcement of 
the tube with peritoneal or fascial strips. In cases 
of threatened hemorrhage the hepato-duodenal 
ligament is compressed entire for half an hour (with 
constant control of the pulse, respiration, and blood 
pressure). 

The Swiss statistics show that among the causes 
of death following gall-stone operations the compli- 
cations caused by the disease far outweigh the di- 
rect operative injuries and sequela. The mortality 
increases with the duration and the deep progress 
of the condition, the age of the patient, and the 
involvement of the liver, pancreas, and adjacent 
viscera. Among the operative injuries, operative 


peritonitis must be mentioned, the origin of which 
is varied, including loosening of the ligature on the 
cystic duct, overlooked foreign bodies, insufficient 
packing, manually spread infection, loose sutures, 
etc. Postoperative heart failure also plays an im- 
portant part even in cases in which it could be as- 
sumed that the heart was capable of withstanding 


the operation. The predisposing factors seem to 
be latent cardiac and vascular diseases, too deep 
anesthesia, long-continued low blood pressure, liver 
cell embolism of the right heart from operative 
pressure, injury of the liver, fat embolism of the 
cardiac vessels with associated injury of the heart 
muscle, absorption of toxins, and psychic conditions. 

In order to strengthen the ability of the heart to 
withstand operation the author advises a tissue- 
sparing operative technique, care to remove all 
coagula and necrotic tissue in the inner wound bed, 
the exclusion of injurious vagus reflexes by the 
injection of novocaine into the hepato-duodenal 
ligament, rapid operating, control of the blood 
pressure during the operation, careful selection of 
the operation, and careful testing of the heart for 
latent insufficiency (as advised by Katzenstein and 
Varisco). Postoperative pneumonia is not rare; 
insufficiency of the liver, injuries due to acidosis 
(sudden loss of basic substances in the body), and 
cholemic hemorrhages with associated disease of 
the liver and pancreas are important causes of 
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death. Hardly any other operation is attended with 
so many possibilities of danger as the attack on the 
bile passages. Henschen therefore justly demands 
that when a “‘harmless operation” is intended, the 
important pathologic-physiologic factors of safety 
be not neglected. 

The article contains five tables and sixty-eight 
illustrations. Dumont (Z). 


Willis, A. M.: ‘‘Ideal Cholecystotomy”’: A Valu- 
able Procedure in Certain Cases of Choleli- 
thiasis. J.Am. M. Ass., 1922, lxxviii, 942. 


In the author’s opinion cholecystostomy and 
cholecystectomy are performed too frequently. 

Earlier in his experience Willis recognized simple 
cholecystitis rather infrequently. Of a series of 549 
cases in which operation was performed prior to 
1918 because of supposed gall-bladder disease, cal- 
culi were found in 86 per cent and non-calculous 
cholecystitis in only 14 per cent. In a series of 100 
cases in which operation was performed during the 
last two years, stones were absent in 25 per cent. 
Ten of the latter cases (40 per cent) showed no 
pathologic changes. 

In Willis’ opinion cholecystotomy should be done 
when gall-stones are accidentally discovered at opera- 
tion and in cases of suspected cholecystitis in which 
the opened gall-bladder appears normal. 

Three points in the technique of special importance 
are: (1) the avoidance of unnecessary trauma to the 
gall-bladder; (2) protection of the adjacent peri- 
toneum from contact with the concentrated and 
possibly infected bile; (3) tight closure. Gauze is 
packed around the gall-bladder to prevent soiling 
of the peritoneum with bile and the bile is removed 
as thoroughly as possible by means of a trocar thrust 
through the wall. The opening is enlarged, the ir- 
rigator-aspirator is introduced, and the gall-bladder 
is carefully irrigated with isotonic saline solution. 
The gall-bladder is then carefully inspected, inter- 
nally and externally, and any calculi that may be 
present are removed. 

It has been found that the use of a lens giving a 
magnification of ten diameters is of great assistance 
in the internal inspection as it brings out detail 
that could not be detected with the unaided eye. 

In closing the gall-bladder incision, a small curved 
intestinal needle and No. o or No. 1 plain catgut are 
employed. The first line of sutures includes the 
muscular and submucous coats, but does not pene- 
trate the mucosa or the visceral peritoneum. The 
edges of the peritoneal coat of the gall-bladder are 
brought together by a stitch which occasionally dips 
down to include the muscular coat, thus obliterating 
dead space. Three illustrations are presented. 

Cart R. STEINKE, M.D. 


Eha, C. E.: A Case of Congenital Pancreatic Cyst. 
J. Am. M. Ass., 1922, \xxviii, 1294. 


The author’s patient was a female infant 5 months 
old, who weighed 5 lb., 5 oz. at birth, and 12 Ib., 
10 oz. at 5 months of age. 
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The child was breast fed and apparently normal 
in every respect except for the presence of a round, 
movable mass about the size of a small orange in 
the left hypochondrium. There were no symptoms. 
The Wassermann test and urinalysis were negative. 

Operation through the left rectus showed the mass 
to be a cyst attached to the tail of the pancreas by 
a broad base. The cyst was removed and the abdo- 
men closed by through-and-through silkworm gut 
sutures. 

The specimen weighed 31% oz. and consisted of 
two sacs, the larger measuring 71% in. and the smaller 
234 in. in circumference. The two sacs, though 
attached, were separated by a firm wall. The lining 
was smooth. The contents were clear, watery, and 
alkaline, and on being heated did not coagulate. 
Microscopic examination revealed fibrous tissue 
only. There was no infiltration of cells and no lining 
epithelium. The diagnosis was “congenital cyst.” 

V. G. BurpENn, M.D. 


Primrose, A.: Pancreatic Cysts and Pseudocysts; 
Report of a Case of Total Extirpation.by an 
Extraperitoneal Method. Surg., Gynec. & Obst., 
1922, XXXiV, 431. 

Primrose gives the classification of pancreatic 
cysts as suggested by Robson and Moynihan in 1903 
with the addition of the dermoid described by Judd. 

The case reported was that of a woman 32 years 
of age who was delivered of a child at full term on 
January 28, 1912. Prior to delivery the patient 
was very large and a twin pregnancy was suspected. 
After delivery a large cyst, thought to be ovarian in 
origin, was found filling the abdomen. 

Operation showed the cyst to be covered by the 
posterior parietal peritoneum. The posterior layer 
of peritoneum was incised and sutured to the 
anterior parietal peritoneum by continuous catgut 
sutures. The cyst was enucleated as far as possible 
and then aspirated, 5 liters of pale, chocolate-colored 
fluid, the consistency of pea soup, being drawn off. 
The enucleation of the cyst was then completed. 
Its base was found at the tail of the pancreas. 
Following the insertion of a drainage tube, the abdo- 
men was closed. Good recovery followed. 

Two years and nine months later the patient was 
delivered of another baby. Nine years after the 
operation she is entirely well, and no weakness has 
developed in the abdominal wall. 

Car R. STEINKE, M.D. 


Bartlett, F. H.: The Indications for the Removal 
of the Spleen in Infants and Children. Am. J. 
Dis. Child., 1922, xxiii, 283. 

Bartlett attempted to collect the reports of all 
previous splenectomies on children under 14 years 
of age. Fifty-one cases are tabulated as follows: 
von Jaksch’s disease, five; splenic anemia and 
Banti’s disease, twenty; Gaucher’s disease, four; 
hemolytic jaundice, fifteen; tuberculosis, one; 
septic splenomegaly, one; unclassified cases, five. 
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In addition, Bartlett reports three cases, two of 
Banti’s disease, and one of Gaucher’s disease. 
These three cases are fully presented and discussed 
at length. Bartlett believes that Gaucher’s disease 
may be due to the same underlying process as Banti’s 
disease. The onset of the condition in the cases of 
Banti’s disease probably occurred at the ages of 3 
months and 3% years. One patient was reported 
much improved six months after operation, and one 
was discharged from the hospital improved. The 
patient with Gaucher’s disease died following the 
operation. 

The following conclusions are drawn: 

1. At present it may be said that radium treat- 
ment has been of no avail in Banti’s disease. 

2. The results of blood transfusion are of im- 
portance in determining whether a splenectomy 
should be done or not. If an infant or child has an 
enlarged spleen with a blood picture of secondary 
anemia and evidence of blood destruction, and if 
he receives two or more blood transfusions at inter- 
vals of a month without improvement in the blood 
condition, such an infant or child becomes the 
potential subject of a splenectomy. 

3. Splenectomy is contra-indicated in leukemia, 
syphilis, tuberculosis, and malaria. 

4. Conditions in which splenectomy may give 
relief or effect a cure are more frequent in the first 
years of life than is generally believed. 

5. It is desirable to remove the spleen in the early 
stages of the pathologic process for which splenec- 
tomy is indicated. 

6. The condition most frequently cured by 
splenectomy is hemolytic jaundice. 

7. Banti’s disease and Gaucher’s disease repre- 
sent pathologic processes in which splenectomy may 
give relief of symptoms and prolong life. 

8. Von Jaksch’s disease is probably not an in- 
dependent condition. 

9. Indications for the removal of the spleen 
depend on certain criteria—not on the making of a 
definite diagnosis. These criteria are splenomegaly, 
secondary anemia, and the failure of repeated 
blood transfusions to determine an improvement 
in the anemia and general condition. 

O. S. Proctor, M.D. 


MISCELLANEOUS 


Descomps, P., and Turnesco, D.: The Important 
Abdominal Lymph Currents (Les grands cou- 
rants lymphatiques de l’abdomen). Arch. franco- 
belges de chir., 1922, xxv, 298. 

In the abdomen there are four important bilateral 
lymph currents symmetrically disposed with regard 
to the median line, viz., the current of the lower 
limb, the genital current, the urinary current, and 
the intestinal current. 

The current of the lower limb runs first with the 
external iliac vein, then with the common iliac vein, 
and thence along the lumbar wall in front of the 
psoas. 
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Schematic drawing of the course of the large lymphatic 
urrents of the abdomen in their relation to the two cave 
systems: the right, voluminous, is represented in the 
adult by the vena cava inferior; the left, reduced to a 
vein of small caliber, the ascending lumbar vein. Urinary 
currents on the right side: (1) right genital current; (2) 
inferior current; (3) anterior current; (4) posterior cur- 
rent; (5) current of the right leg; (6) end of right intes- 
tinal current. 1’, 2’, 3’, 4’, 5’, and 6’: same currents on 
left side. 


The genital current accompanies the internal 
spermatic veins. 

The urinary current is represented by several con- 
fluent vessels some of which are in front and others 
behind the renal vein. The anterior confluent ves- 
sels are in front of the inferior vena cava or its left 
homologue, and the posterior confluent vessels pass 
behind the vena cava. The urinary current is there- 
fore double, one part pre-venous and the other part 
retro-venous. 

The intestinal current is represented by two main 
collecting trunks, one on the right, the confluent of 
the stomach, colon, and small intestine, the other on 
the left, the gastro-spleno-colic confluent. 

_ The confluent of the stomach, colon, and small 
intestine comprises three primary trunks: (1) a gas- 
tric trunk; (2) a colic trunk; (3) a small-intestine 
trunk. The gastro-spleno-colic confluent is formed 


by the convergence behind the pancreas of: (1) a 
gastric trunk; (2) a splenic trunk; and (3) a colic 
trunk. W. A. BRENNAN. 


Churchill, A.: Drainage in Abdominal Emergen- 
cies. Brit. M.J., 1922, i, 591. 


Early diagnosis is important in acute abdominal 
crises. Responsibility for the heavy death rate is 
placed on the medical attendant who is first called 
to see the case. The proper time for intervention, 
the site of the incision, and the mode of drainage in 
abdominal emergencies are subjects of controversy. 

The author gives the following analysis of the 
methods employed and the results in seventy-five 
cases treated by limited interference. The majority 
of the patients reached the hospital several days 
after the onset of the symptoms. 

The incision varied with the condition present. 
In doubtful cases a right paramedian incision with re- 
traction of the rectus outward was made. In gastric 
or duodenal perforations the same incision was made 
above the umbilicus, and in general peritonitis it 
was made below the umbilicus. Generally in acute 
appendicitis a McBurney gridirion incision was 
employed, but Battle’s incision was used twice, and 
in a few cases an oblique incision through the 
thickness of the abdominal wall which gives good 
exposure but favors hernia. 

Drainage was used only in the presence of free 
pus or thick purulent fluid. Fluid was not swabbed 
and the peritoneal cavity was not irrigated. Only 
one drainage tube was employed and usually this 
was inserted in Douglas’ pouch. After the opera- 
tion the patient was placed in the Fowler position. 


Recover- Deaths 
Total ies No. Per cent 


Acute appendicitis without 

peritonitis 22 0.0 
Acute appendicitis with 

pelvic peritonitis 29 «27 6.8 
Acute appendicitis with 

general peritonitis 5 4 
Acute appendicitis with 

localized abscess 14 14 ° 
Perforation of stomach 

or duodenum 5 5 ° 


Yh 3 


In four of fourteen cases of localized abscess the 
appendix was not removed. An appendectomy 
was not done if it was difficult to locate the ap- 
pendix and the bowel was friable. 

The complications which developed were pneu- 
monia, pelvic abscess, fecal fistula, subphrenic 
abscess, and hernia, in one case each. 

The advantages of limited drainage are that shock 
is diminished as time is saved and the abdominal 
walls are not interfered with to the same extent, the 
after-treatment is less painful, fecal fistula results 
less frequently (fistula are caused by ulceration of 
the bowel due to tubes), and intestinal obstruction 
is prevented as adhesions are not apt to form. 
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The swabbing out of fluid from the general peri- 
toneal cavity and irrigation with saline or anti- 
septic solution may disseminate septic material and 
traumatize the inflamed peritoneum. A drainage 
tube often acts as a focus of infection, irritating 
the peritoneum and rendering it less capable of 
self-defense. In several cases with free turbid fluid 
in the pelvis closure was effected without drainage 
and was followed by primary healing. Fluid within 
the abdominal cavity which does not become ab- 
sorbed will find its way out easily through the 
abdominal wound. 

The author concludes that more restricted ab- 
dominal drainage involves no additional risks and 
has advantages which constitute an improvement 
in the surgery of emergency conditions. 

WALTER C. Burket, M.D. 


Robertson, G.: Drainage of the Lower Abdomen. 
Practilioner, 1922, cviii, 295. 


For cases of free fluid or seropurulent exudate 
within the abdomen the author advises the use of 
a suprapubic drain to be put into place after the 
lesion has been exposed but before the visceral dis- 
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ease is dealt with. When this is done there is less 
absorption of toxins by the peritoneum when it is 
traumatized by the operation. 

Robertson uses a glass tube, over the end of which 
a trocar guide has been slipped (See fig.) A small 
incision is made through the skin and the trocar 
guide thrust into the abdominal wall. The glass 
tube is introduced into the guide and pressed down 
firmly through the abdominal wall with the fingers 
of the left hand carrying a piece of gauze within 
the abdomen to receive it. 

The guide is then removed through the incision. 
The tube is removed at the end of the operation 
or in a few hours. Wim J. Pickett, M.D. 





SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Schubert, A.: The Causes of Congenital Torti- 
collis (Die Ursachen der angeborenen Schiefhals- 
erkrankung). Deutsche Ztschr. f. Chir., 1921, clxvii, 
32. 


After a review of twenty cases of torticollis treated 
surgically the author comes to the conclusion that 
the congenital muscular wry-neck is a distinct 
entity. The most prominent characteristics of the 
condition are: (1) degeneration of the sternocleido- 
mastoid muscle which ultimately extends to other 
muscles; (2) asymmetry of the skull out of propor- 
tion to the shortening of the sternocleidomastoid 
muscle; (3) the hereditary nature of the condition 
and its association with other hereditary malfor- 
mations; and (4) the marked power of regeneration 
of the resected muscle through the formation of 
cicatricial tissue. 

An extra-uterine origin can be excluded, and 
against the theory ascribing the condition to intra- 
uterine pressure is its hereditary character and as- 
sociation with other malformations which could not 
be due to uterine pressure. A constricted intra- 
uterine position is not to be regarded necessarily as 
a pathologic phenomenon; it is pathologic only when 
it persists. The assumption of a contracture of the 
sternocleidomastoid muscle cannot explain the 
later false regeneration of the extirpated muscle 
and is excluded also by the degeneration of the 
neighboring muscles. The asymmetry of the skull 
is due not only to the contracted muscle but also to 
a centrally produced disturbance of growth; it 


does not disappear completely after extirpation of 
the diseased muscle. A primary disturbance of the 
central nervous system is to be assumed as this 
would explain all of the symptoms. 

The author advises surgical treatment as early 
as possible, even in the first weeks of life, when it is 
well borne. The technique recommended is that of 
Mikulicz: resection of both the lower tendinous 
attachments with the lower third of the diseased 
muscle and all cicatrices and tendons that are un- 
der tension. Complete radical extirpation of the 
cicatricial muscle up to its insertion in the mastoid 
process with removal of the spinal accessory nerve 
was done only once in a very severe case; the 
trapezius did not become paralyzed and the result 
was very good. CREITE (Z). 


FRACTURES AND DISLOCATIONS 


McNealy, R. W.: Dislocations and Fracture-Dislo- 
cation Occurring at the Acromio-Clavicular 
Articulation. Illinois M.J., 1922, xli, 202. 


Dislocations and fractures of the acromio-clavicu- 
lar articulation are most common in middle life, 
especially in laborers. True simple dislocations are 
most common in younger persons while the fracture- 
dislocations are most frequent in older persons. 

The fractures are usually of the tearing variety 
due to the fact that the ligamentous attachments 
carry with them fragments of bone detached at the 
points of their insertion. The violence is usually 
applied directly to the outer end of the scapula either 
by a fall or blow. Rarely it is produced indirectly 
by muscular exertion. 
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In subluxations, which are comparatively fre- 
quent, the capsular ligament is torn. Complete 
luxations are associated with marked and typical 
shoulder deformities. The capsular ligament is torn 
across and the acromion process of the scapula in- 
serts itself beneath the outer end of the scapula 
because the trapezoid ligament is torn loose from 
the trapezoid ridge of the clavicle. The joint menis- 
cus is carried along with one or the other joint sur- 
face and may insinuate itself between the bones, 
rendering reduction very difficult. In some cases 
the torn ligament ends may curl back into the joint, 
making complete reduction impossible. 

In fracture-dislocations we have the same clinical 
picture as far as deformity is concerned and, in addi- 
tion, fragments of either the clavicle or the scapula 
are attached to the torn ligaments. 

Injury to the brachial plexus as a result of stretch- 
ing with consequent paresis or paralysis has been a 
troublesome complication in some of the cases. 

The deformity is produced by the riding of the 
outer end of the clavicle above the acromion process 
of the scapula. The shoulder of the affected side 
droops. In the fracture cases crepitus can often 
be elicited. 

Subluxations give little cause for anxiety except 
when they are complicated by other lesions. A 
Sayre or Stimson figure-of-8 dressing with a firm 
pad over the acromio-clavicular joint will give very 
good results. Bevan recommends a molded felt 
splint applied to the forearm and a Martin bandage 
passing under the flexed arm over the shoulder with 
a pad over the site of dislocation. A sling supports 
the elbow and forearm. 

In luxation or complete dislocation difficulties are 
met, first, in securing proper reduction, and second, 
in maintaining the reduction after it has been ef- 
fected. The same is true in the fracture-dislocations. 

The accessibility of the acromio-clavicular joint 
and its comparative freedom from serious conse- 
quences following infection seem to favor operative 
intervention when complete reduction cannot be 
maintained by retention appliances. 

A number of methods have been employed with 
variable degrees of success in these cases. 

The Parham-Martin band has the following dis- 
advantages: (1) the opening in the two fragments 
must be of considerable size to admit the band; (2) 
the band is large for such frail structures; (3) tight- 
ening the band is apt to cause splitting of the bones; 
(4) the removal of the band requires considerable 
exposure and operative effort. 

Ryerson has described a very ingenious method of 
holding the bones in apposition by means of a rolled 
cord of fascia lata. Though he has found this method 
quite successful, it is difficult to secure fascia tightly 
enough to prevent some slipping of opposed surfaces, 
and the advisability of the use of such a bulk of 
tissue in this subcutaneous location is questionable. 

Plating and nailing too greatly inhibit motion. 
Kangaroo tendon and phospho-bronze wire are not 
as suitable as piano wire. 
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McNealy is particularly well pleased with the 
following technique of wiring: 

A crescentic incision about 2% in. long is made 
about 3% in. beyond the outer end of the displaced 
clavicle, with the center of its concavity opposite 
the most marked elevation produced by the acromial 
end of the clavicle. The skin incision is deepened to 
the capsule of the acromio-clavicular joint. An 
attempt is made to avoid blunt dissection and hand 
contact. 

The joint having been exposed, all torn tags of the 
ligaments are carefully clipped away and the joint 
meniscus and small fragments of the clavicle or 
scapula are excised. If difficulty is encountered in 
retaining the scapula on a level with the clavicle, 
the upper surface of the acromial end of the clavicle 
is beveled so that when the two bones are closely ap- 
proximated the clavicle prevents the scapula from 
slipping under its outer end. 

Holes are drilled in the outer end of the clavicle 
about 1% in. apart, and about the same distance 
from the articular surface of the bone. Two holes 
are drilled also in the acromial end of the scapula, 
usually about 34 in. apart and about the same dis- 
tance from the articular facet. Through these holes 
strong piano wire is passed. In tightening the wires 
it is well to manipulate the arm first to produce good 
reduction and then gradually tighten the wires 
alternately. After the wiring is completed three or 
four interrupted sutures are placed in the ligaments 
and fascia to cover the joint cavity. 

The skin is closed with No. 1 catgut and a small 
fluff is fixed with adhesive over the suture line. 

A Velpeau dressing is applied with the arm flexed 
and the palm of the injured side near the opposite 
shoulder. It is well to pad the elbow and the hand 
thoroughly, preferably with felt. A very light 
plaster-of-Paris dressing is placed over the Velpeau 
dressing to aid in the immobilization of the injured 
part and prevent the loosening and slipping of the 
gauze. 

At the end of five or six weeks the cast is removed 
and the shoulder examined. If the X-ray findings 
are favorable, the wires are removed under local 
anesthesia. The incision used to remove the wires 
is closed with one stitch. Light exercise may be 
instituted immediately. 


Paschoud, H.: An Apparatus for the Treatment of 
Fractures of the Humerus (Appareil pour le 
traitement des fractures de ’humérus). Schweiz. 
med. Wchnschr., 1921, li, 1265. 


The new apparatus described can be used for 
fractures of both the right and the left sides by 
simply turning it. It consists of a bent metal plate 
which is padded and fastened to the chest by a sort 
of girdle and shoulder straps. The flexed forearm is 
made to rest in a trough-like splint connected with 
the chest girdle by the interposition of a laterally 
movable gliding arrangement by means of five 
supports which are made on the plan of the winding 
rods of Hackenbruch’s traction clamp, can be 
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elongated or shortened as desired, and are movably 
attached to the breast plate and to the support of 
the forearm so that the forearm can assume any 
position desired. By screwing the jointed connec- 
tions, the apparatus may be held in the desired 
position. 

The special advantage of this apparatus is that 
the upper arm and the axilla remain free. The treat- 
ment of complicated fractures is thereby simplified. 
By elongating the supports with a screw arrange- 
ment, the upper arm can be extended in every 
direction. The great advantage of this apparatus is 
that it makes possible a completely ambulatory 
treatment of fractures. BRUNNER (Z). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Bum, A.: Mobilization in the Surgery of the 
Extremities (Die Mobilisierung in der Extremi- 
taetschirurgie). Med. Klin., 1921, xvii, 1571. 

Function following fractures and luxations of the 
extremities is endangered by inactivity of the limb 
leading to ankylosis and muscular atrophy. The 
proper coaptation of the fractured ends is important. 
The cause of impairment of function is usually rou- 
tine treatment and especially protracted and unsuit- 
able fixation. Immobilization must be limited; 
the muscles should be activated early. Absolute im- 
mobility is unnecessary and in many cases, as in 
tearing fractures of the radius and fibula and im- 
pacted fractures, it is superfluous. In certain frac- 
tures, as in those of the olecranon fixed in extension, 
it is dangerous. The circular plaster cast should 
not be used even for a short time as it leads to ische- 
mic disturbances and ankylosis. Easily removable 
splints are better, especially coaptation plaster 
splints. Massage of the fractured region (palpatory 
stroking) and careful motion should be begun during 
the development of the callus. 

Immediate mobilization is indicated, only in very 
definite groups of fractures. The indication is in- 
fluenced by: (1) the location of the injury; (2) the 
nature of the fracture and the position of the frag- 
ments; and (3) the patient’s age. Some cases re- 
quire dispensary treatment and some require opera- 
tive replacement. The open operation has the 
advantage that functional treatment may be in- 
stituted very early. Bier’s hyperemia favors the 
formation of callus and extension increases the 
blood supply to the parts. Active movement should 
be begun during the time of extension. Splints are 
of value while the callus is soft; plaster casts are 
useless. Early weight-bearing is a functional stimu- 
lant to the formation of callus. 

Early mobilization is indicated in all cases of joint 
fracture in which fibrous adhesions are suspected, 
such as transverse fractures of the olecranon and 
patella in which the lateral extension apparatus is 
still in place, subcapital fractures of the humerus, 
fractures of the head of the radius and of the carpal 
bones, impacted fractures of the neck of the femur, 
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supra-malleolar fractures of the fibula, and must 
subperiosteal fractures of the bones of children. 
Luxations should be mobilized after five to ten days 
of immobilization. 

Roentgenography is of greater value in the control 
of the replacement of the fragments than in the 
diagnosis. 


SCHUBERT (Z). 


Zahradnicky: The Treatment of Injuries of the 
Knee Joint (Behandlung der Kniegelenkver- 
letzungen). Rozhledy v chir. a gynaek., 1921, i, 34, 
52. 

The author had occasion to treat 225 cases of gun- 
shot injuries of the knee joint; also six cases of in- 
jury due to sharp instruments and three cases of 
injury due to dull instruments. For the prevention 
of infection of the injured joint, aseptic and then 
antiseptic dressings were applied, the knee was im- 
mobilized, and antiseptic solutions were injected. 
In most cases a 3 per cent solution of phenol was 
used, but a 1o per cent emulsion of iodoform-ether 
and the Chlumsky solution recommended by Payr 
were also employed. Foci of infection were always 
removed primarily. 

In infected injuries the wounds of the soft parts 
were laid wide open and as far as possible foreign 
bodies were removed from the soft parts, the joint 
body, and the joint cavity. The joint cavity was 
then irrigated with antiseptic solutions and closed 
by suture around a drain. 

If these measures were insufficient, arthrotomy 
with drainage or the procedure of Payr was used. 
In some cases even this treatment was useless, an 
atypical or typical resection or amputation being 
necessary. The Bier treatment is of value only in 
early cases: rhythmical hyperemia also does not 
produce the desired results. Willems’ method, in 
which passive motion is begun at the very beginning, 
whether infection is present or not, gave very good 
results in the one case in which it was used. 

Of the 225 gunshot injuries, 174 were perforative 
(170 were caused by bullets and four by shrapnel) 
and fifty-one were non-perforative (twenty-two due 
to bullets and twenty-nine to shrapnel). Of the 174 
perforated joints, forty-nine were infected, thirty- 
six required operation, and thirteen healed without 
operation. In seven cases the patella was frac- 
tured, in seven cases both knee joints were injured, 
and in one case there was an aneurism of the pop- 
liteal artery. In eighteen cases the knee joint was 
resected. Five of these patients died, two in spite 
of amputation. In the fifty-one cases of non-per- 
forative wounds there was one death, that of a 
patient injured by shrapnel. Ten wounds due to 
shrapnel became suppurative. In eleven cases, 
arthrotomy, extraction of the projectile, and suture 
were done, and in seven cases, an arthrotomy, ex- 
traction of the projectile, and drainage of the joint. 
In fourteen cases there was a simultaneous injury 
of the bone. One of two patients subjected to re- 
section of the knee joint and one of two subjected to 
amputation died. Of the twenty-two patients with 
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non-perforative wounds due to bullets all recovered, 
ten without operation. In one case amputation 
was necessary because of threatening sepsis. The 
nine cases treated for injuries of the knee joint 
acquired in civil life included six cases of injury 
caused by sharp instruments and three cases of in- 
jury caused by a dull force. In five of the six cases 
of injury due to sharp instruments the knee joint 
was drained. In three of these cases wide re-opening 
was necessary; one patient died from sepsis. 
Kinpt (Z). 


Hohlbaum, J.: Experiences and Results Following 
Operative Mobilization of Ankylosed Static 
Weight-Bearing Joints (Erfahrungen und Erfolge 
nach blutiger Mobilisierung versteifter statisch 
belasteter Gelenke). Arch. f. klin. Chir., 1921, 
cxvii, 647. 

The author reports on the subsequent examina- 
tions of mobilized joint ankyloses of the lower 
extremity treated in the Payr Clinic. The report 
includes total arthroplasties on eighty-five knee 
joints, twenty hip joints, and five ankle joints. In 
the knee cases the operation was successful in 78 
per cent and a failure in 22 per cent. Twenty- 
five cases showed very good results; twenty- 
three, good results; and fifteen, unsatisfactory 
results. In sixteen cases the ankylosis recurred; in 
one, a Schlotter joint resulted; and in another, 
death. In the hip cases the results were very good 
in six and good in five. In six cases the ankylosis 
recurred. Five ankle joints showed a very good 
result. The cases considered as showing very good 
results are those in which steady firmness with 
complete or almost complete painlessness on use 
and active flexibility of at least 100 degrees in the 
knee and go degrees in the hip joint, and a range 
of motion of 80 to 110 degrees in the foot were 
obtained. The result is considered good when a 
similar range of motion was obtained but the steadi- 
ness was uncertain and pain was present occa- 
sionally. The result was considered insufficient 
when there was insufficient firmness, the joint was 
loose, and the range of motion was less than 60 
degrees. 

At the present time very littlé is known regarding 
the cause of the pain; the continuously acting causes 
of the ankylosis doubtless play some part. Pain due 
to the formation of osteophytes is localized chiefly 
in the soft parts. Joints with much irregularity of 
form may be painless. The best results as regards 
the ankylosis are obtained in gonorrhceal joints. 
The unfavorable results are seen in the metastatic 
joint suppurations following a septic disease. In 
ankylosis due to rheumatism the results are not 
especially favorable. In injuries, especially gunshot 
injuries, the results are better. In tuberculosis, in 
which the main danger of failure lies always in the 
flaring up of a latent tuberculous focus, the results 
are fairly good provided such a flare-up does not 
occur. The author believes that the poor results in 
septic and rheumatic ankyloses are due mainly to 
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the functional failure of the musculature resulting 
from severe toxic injury. In tuberculosis, gonor- 
rhoea, and non-septic injuries the connective tissue 
and musculature do not appear to be injured so 
seriously. Payr successfully mobilized joints a 
second and third time after failure of the first 
mobilization. 

The author advises against extirpation of the 
patella unless this is absolutely necessary, as the 
presence of the patella is of importance for the 
maintenance of muscular balance. Lateral loose 
motion may be prevented by the formation of 
lateral ligaments from strips of fascia. Particularly 
in ankyloses due to gunshot wounds, preliminary 
operations, such as excision of cicatrices, skin 
transplantation, and plastics on the tendons and 
muscles, were necessary. In the more chronic cases 
there was no tendency to the formation of inflam- 
matory exudates or swelling of the joint. Because of 
the latent infection, the mobilization should be 
deferred at least one year after the primary infection 
has subsided; the longer the interval the better. 
Comparative measurements of the temperature and 
sensitiveness to pressure and massage are of impor- 
tance for the discovery of a latent infection. Joints 
become ankylosed from lack of energy even in the 
absence of infection, especially in the fifth to the 
sixth week, at which time mobilized joints enter the 
hyperplastic stage. The swelling and tenderness of 
this stage completely disappear after a few weeks. 
Schlotter joints are avoided by careful technique 
and sparing resection. 

Complete function of the mobilized joint is to be 
expected only after two years. Therefore this 
procedure is not adaptable for persons who are not 
able to devote sufficient time to the after-treatment. 
In bilateral ankylosis, unilateral mobilization is 
indicated. 

The after-treatment is as follows: 

A splint is worn for two days. Extension in slight 
semiflexion is begun fourteen days after the opera- 
tion. Mobilization is begun with flexion and 
massage. Active motion should be begun as soon as 
possible. Forced flexing motions under anesthesia 
should be avoided. The patient may be allowed to 
get up five to six weeks after the operation, using 
an ambulatory splint, but the latter should not be 
employed too long. The hospital treatment usually 
lasts eight weeks; the after-treatment requires from 
one-half to one year. 

Experiences with the hip joint are in general the 
same as those with the knee. The functional ca- 
pacity of the gluteal muscles which, like that of 
the quadriceps, is sometimes restored quite late, 
determines the sufficient fixation of the femur 
against the pelvis. The pain during the period of 
after-treatment is usually less than that in the knee. 
The formation of a new head and acetabulum at 
the normal site is preferable to the para-articular 
saddle-joint formation of Payr. 

The mobilization of the ankle is simple and gives 
the most certain results. STAMMLER (Z). 
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SURGERY OF THE SPINAL COLUMN AND CORD 


Cofield, R. B.: Hypertrophic Bone Changes in 
Tuberculous Spondylitis. J. Bone & Joint Surg., 
1922, nN. S. iv, 332. 

A study of 100 consecutive cases of tuberculous 
spondylitis made by the author disclosed ten cases 
in which hypertrophic bone changes were present 
during the active stage of the disease. Five were 
mon-articular and five showed two or more attempts 
at bony bridging. In six of the ten cases a cold 
abscess was present, but in only one was the abscess 
drained before the X-ray examination. Aspiration 
and drainage of the abscesses yielded typical tuber- 
culous pus. In two cases tubercle bacilli were found 
and guinea-pig inoculations were positive. 

All of the cases in which hypertrophic bone 
changes were found were those of patients over 20 
vears of age. The fact that these changes were 
limited to the lower spine seemed to indicate that 
their function was to limit motion and give added 
support to that portion of the spine which is most 
mobile and least protected. At autopsy in one case 
the entire lumbar spine was found to be rigid; hy- 
pertrophic bone changes caused ankylosis of the 
vertebre from the twelfth dorsal to the fourth 
lumbar. The manner in which the new bone had 
formed along the course of the fibers of the anterior 
and lateral spinal ligaments suggested that the 
deposit had occurred within the ligaments. The 
body of the second lumbar vertebra showed exten- 
sive degeneration, but not collapse. The author’s 
conclusions are: 

Tuberculous spondylitis shows a natural attempt 
toward spinal fixation through hypertrophic bone 
changes in at least 10 per cent of the cases. 

Bony ankylosis of the spine may occur in tuber- 
culous spondylitis without the presence of mixed 
infection. 

It is possible that many cases of spondylitis 
diagnosed as mon-articular osteo-arthritis are of 
tuberculous origin. This condition has been found 
only in adults. 

Since spinal fixation is considered the rational 
treatment for tuberculous spondylitis, and since 
bony fixation occurs naturally in a certain number 
of cases, it seems justifiable to recommend internal 
fixation by bone grafting or spinal fusion as a 
rational aid to recovery, especially in the cases 
of adults. 

The histories of the ten cases are given in full and 
illustrated by four cuts. Joun W. Powers, M.D. 


Moore, B. H.: A Case of Spontaneous Fracture of 
the Transverse Process of a Lumbar Vertebra 
Due to Tuberculosis. J. Bone & Joint Surg., 
1922, n. S. iv, 322. 


The case reported was that of a young negro 
who, after performing some light work, experienced 
a sudden and severe pain in the left lumbar region 


extending into the thigh. At first the pain was so 
severe that he was unable to walk, but gradually it 
subsided to a dull ache. 

Four months after the first symptoms a deeply 
fluctuating swelling was found in the left lumbar 
region. By aspiration thin grayish pus was re- 
moved. Later the abscess was opened and drained. 
The transverse process was found lying free in the 
abscess cavity. Subsequently the patient developed 
miliary tuberculosis and died. 

Besides marked miliary tuberculosis of all the 
internal organs, autopsy revealed considerable ne- 
crosis of the bodies of the third and fourth lumbar 
vertebre. The first and second showed the same 
process in an early stage. 

The author believes the primary foci in this case 
was in the affected transverse process since this 
lesion was much more advanced than that in the 
vertebral bodies. Joun W. Powers, M.D. 


Hanausek, J.: The Treatment of Scoliosis by 
Plaster Jackets (Contribution au traitement de 
la scoliose par les corsets platrés). Rev. d’orthop., 
1922, XXIx, 127. 

For rotation of the scoliotic thorax the author em- 
ploys a plaster corset cut horizontally, the two parts 
of which are firmly joined together behind by a 
hinge with a vertical axis. 

In the application of this corset Hanausek does 
not select any special position of the spine (as Abbot 
does) but leaves the patient in the natural standing 
position. 





Fig. 1. The daily variation in the corrective pressure 
by means of small rings, one fixed to the upper segment, 
the other to the lower segment, is maintained by a band 
which is tied after the change is made. 
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Fig. 2. A new hinge which can’be'used in the daily cor- 
rection instead of the apparatus shown in Fig. 1. The 
hinge is turned by a screw and key. The daily manipula- 
tion with this hinge is more simple than that by levers of 
wood. 


The corset exerts pressure on the posterior promi- 
nence of the ribs but does not press upon the lateral 
prominence. The pressure is increased from day to 
day by means of wooden levers or a screw arrange- 
ment mounted on the hinge. , 

By this method the author succeeded in obtain- 
ing a remarkable correction in a case of severe mid- 
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Jonnesco, T.: Resection of the Cervicothoracic 
Sympathetic Nerve (La résection du sympathique 
cervico-thoracique). Presse méd., Par., 1922, Xxx, 
353- 

The surgery of the cervical sympathetic nerve 
has come into prominence only since 1896 when it 
was first used in the treatment of exophthalmic 
goiter. It has been tried also in cases of epilepsy, 
migraine, etc. With the exception of glaucoma, 


dorsal scoliosis with marked rotation of the thorax. 
No conclusion can be drawn as yet, however, regard- 
ing the permanence of the results. 

Further work on the method is still necessary; 
a special endeavor must be made to obtain over- 
correction of the primary curve and correction of the 
secondary curve. W. A. BRENNAN. 


Von Lichtenberg, A.: The Clinical Differentiation 
of Incontinence in Lumbosacra! Spina Bifida 
Occulta and Its Operative Treatment (Die 
klinische Abgrenzung des Krankheitsbildes der 
Inkontinenz bei der Spina bifida occulta lumbo- 
sacralis und ihre operative Behandlung). Ziéschr. f. 
urol. Chir., 1921, vi, 271. 


On the basis of two of his own cases, of which 
one was operated upon successfully, two cases 
operated upon by Katzenstein in 1901, and the 
anatomical findings in a series of cases, Lichtenberg 
differentiates the special [disease picture of sacral 
incontinence from other types of incontinence. An 
adhesion between the spinal cord and the skin 
is usually found which probably causes traction 
and pressure upon the spinal cord and the nerve 
roots. 

The changes in the bladder function are due possi- 
bly to a relative detrusor weakness in addition to 
hypertonia and paralysis of the sphincter. There 
may be also hypertrophy of the bladder wall, the 
formation of trabeculae and diverticula, dilatation 
of the ureter, and occasionally of the renal pelvis, as 
the result of the back-pressure, and finally con- 
tracted kidney. The history usually shows a free 
interval between a previously existing incontinence 
and the incontinence appearing about the tenth 
year of life. There is nocturnal and diurnal enure- 
sis, but spontaneous micturition may occur; residual 
urine is demonstrable. In addition, slight albumin- 
uria, pallor, pain in the lumbar region, and finally 
skin changes over the palpable cleft and the covered 
or gaping anus typical of spina bifida occulta are 
noted. 

The prognosis is poor, the ascending pyelonephri- 
tis usually ending fatally. Timely operative inter- 
ference, separation of the adhesions between the 
dura and the edges of the cleft, and transplantation 
of a tibial graft may result in a prompt cure and 
rapid improvement of the general condition as in 
one of the author’s cases. WEXBERG (Z). 


NERVOUS SYSTEM 


in which removal of the superior cervical ganglion 
appeared sufficient to bring about intra-ocular 
changes, total resection of the cervicothoracic 
nerve is the only operation indicated in diseases due 
to disturbances of the intracranial circulation and 
the cranial nerves, tachycardia, or suppression of 
the cardio-aortic reflex in angina pectoris. This 
view Jonnesco supports by a number of arguments 
based particularly on the physiological findings of 
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Detachment of the superior cervical ganglion. 


Frank. He is convinced that only total resec- 
tion blocks the centrifugal vasomotor routes and the 
centripetal reflex route by which the symptoms of 
Basedow’s disease are produced. In this operation 
not only the centrifugal nerves but also the sensory 
nerves connecting the thoracic organs with the nerve 
centers are sectioned, and as these nerves are con- 
nected with the nerve centers by numerous ramifica- 
tions, total ablation of the cervical and superior 
thoracic sympathetic nerve is called for if their in- 
terruption is desired. 

Jonnesco gives a detailed and well-illustrated 
description of the technique. Spinal anesthesia is 
employed. The incision begins behind the posterior 
border of the apex of the mastoid process and runs 
along the posterior edge of the sternocleidomastoid 
muscle to the clavicle. The jugular vein and the 
branches of the superficial cervical plexus are 
ligated and cut. In the second step of the operation 
the posterior edge of the sternocleidomastoid muscle 


is disinserted. The third step consists in the isola 
tion of the vasculo-nerve mass by inserting the index 
finger between the mass and the vertical plane and 
lifting the mass up. In the fourth step the sympa- 
thetic trunk is isolated. This must be differentiated 
from the phrenic nerve and the descending branch of 
the hypoglossal and pneumogastric nerves. Land- 
marks for guidance will be found in the superior 
cervical ganglion at the upper extremity of the 
operative field and in Chassaignac’s tubercle in the 
lower extremity. 

The fifth step in the operative procedure con- 
sists of the complete detachment and resection of 
the superior cervical ganglion. The sympathetic 
cord is held with forceps and freed as far as the lower 
extremity of the superior cervical ganglion. The 
ganglion is then isolated and cut away with scissors 
from the fusiform mass with which it is connected 
at its extremities. In order to obtain the ganglion 
in its entirety Jonnesco seizes it with a strong hemo- 
static forceps as close to its upper extremity as 
possible and detaches it from its cranial attachments 
by traction. 

The sixth step of the operation consists of the 
liberation of the inferior thyroid artery. The 
seventh step is the liberation of the cervicothoracic 
ganglionic mass, consisting of the inferior cervical 
ganglion, the first thoracic ganglion, and sometimes 
an intermediary ganglion situated on the antero- 
internal part of the vertebral artery. The arterial 
and venous trunks surrounding the ganglionic mass 
render access to it very difficult. The mass is 
situated deep in the thorax and protected by the 
scalenus on the outside, the clavicle in front, and the 
trachea and cesophagus on the inside. The aponeu- 
rotic sheath of the sympathetic nerve is covered by 
the fibrocellular membrane which has been termed 
the cervicothoracic diaphragm. The last step of 
the operation is the closure of the wound without 
drainage by means of Michel clips and without deep 
muscular or aponeurotic sutures. 

Jonnesco states that this total resection is neces- 
sary when the sympathetic nerve is resected in the 
treatment of epilepsy or exophthalmic goiter. 

W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Goormaghtigh, N.: Parthogenesis and Cancer 
(Parthénogenése et cancer). Arch. méd. belges, 1922, 
Ixxv, 97. 

Embryological, histological, and anatomo-path- 
ological findings show that in cancer a parthogenetic 
etiology is possible, and in teratomata and embryo- 
mata of the ovary even probable. It is possible 
also for embryomata situated outside the ovary if 
the theory of primarily migratory gonocytes is 
correct, as well as for extra-uterine chorio-epi- 


thelioma. A parthogenetic origin of non-organic 
tumors has little support. 

Malformations and monsters can be created by 
experimental parthogenesis. The employment of 
chemical parthogenetic agents has caused malig- 
nant non-organic proliferation in the salamander. 
The same agents applied to mammals have never 
provoked a cellular, atypical malignant prolifera- 
tion. In the study of cancer, however, the employ- 
ment of parthogenetic agents has only just been 
begun. 

Recent discoveries in experimental parthogenesis 
suggest so many new theories regarding cellular 














segmentation that it is logical to determine whether 
they cannot offer something toward the solution of 
the cancer problem. W. A. BRENNAN. 


Brown, A. E.: Observations on a Case of Post- 
operative Tetany with Implantation of Human 
Parathyroids. Ann. Surg., 1922, Ixxv, 418. 


While recovering from an operation in which the 
right lobe of the thyroid was removed, a woman, 
aged 30 years, suffered an attack of cramps. For 
eight years thereafter she had similar attacks at 
frequent intervals. These were more severe and 
regular about the onset of the menstrual periods and 
remained absent during a term of pregnancy. After 
confinement they occurred with greater frequency 
and severity. The attacks were typical of tetany, 
including the characteristic position of the hands and 
feet and Chvostek’s sign. 

From August, 1919, until December, 1920, various 
methods of treatment were used with varying de- 
grees of success. In December, 1919, parathyroid 
glands from a patient who died of exophthalmic 
goiter were transplanted under the aponeurosis of 
the external oblique muscle. In this operation diffi- 
culty was experienced in obtaining a fat-free bed, 
and no improvement followed, the cramps recurring 
every forty-eight hours or oftener. The patient 
was extremely neurotic. 

In April, 1920, Bullock’s parathyroids were in- 
jected intramuscularly without effect. In May, re- 
injection with larger amounts gave immediate re- 
lief but the cramps recurred after a week. 

On June 8, three parathyroids from a boy of 17 
years who was killed in an accident were trans- 
planted within the sheath of the left sternomastoid 
muscle. The patient’s condition then improved; 
all signs of tetany except the Chvostek sign dis- 
appeared and the mental condition cleared up. 

On November 5, 1920, the patient’s condition be- 
came poor again, but the only sign of tetany exhib- 
ited was a slight pointing of the toes and stiffness 
of the calves. The other symptoms were diarrhea, 
fever, a rapid pulse and respiration, cyanosis, slight 
albuminuria, and clenching of the fists. Neither 
chloral nor parathyroid extract was of any avail. 
Later typical symptoms of hysteria developed with 
disappearance of all muscular stiffness. Death oc- 
curred December 11. 

Autopsy showed intense cyanosis, an enlarged, 
congested spleen, normal kidneys, an enlarged, hard 
pancreas with a degenerated parenchyma and thick- 
ened blood vessels, the absence of parathyroids near 
the thyroid gland, and degenerated parathyroids in 
the sternomastoid muscle. 

There are several features of interest in this case. 
The duration of the condition was unusual. The 
damage was evidently done in the operation for the 
removal of the right lobe of the thyroid, and the 
amount of parathyroid tissue left was sufficient 
partially to control the tetany for seven years. 
The stress of periods of glandular strain, such as 
menstruation, brought on the attacks, and the still 
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greater stress of lactation after childbirth precipi- 
tated the severe condition. Pregnancy entirely 
climinated the condition temporarily. There is 
some definite relation between tetany and menstrua- 
tion, pregnancy, and lactation. This has been 
brought out by various experiments on animals and 
in certain cases of tetany developing after partial 
parathyroidectomy during pregnancy. 

The relation of calcium to tetany is not entirely 
clear. Cases in which tetany was relieved by calcium 
lactate are on record. The administration of para- 
thyroid extract by mouth is useless, but its intra- 
muscular injection offers more hope. 

Parathyroid transplantation may constitute the 
best treatment of tetany, but the parathyroids must 
be obtained from persons over 10 years of age. The 
use of parathyroids obtained from cases of exoph- 
thalmic goiter is not contra-indicated. 

Marcus Hopsart, M.D. 


SERA, VACCINES, AND FERMENTS 


De Herelle, F.: Bacteriophagic Virus; Its Réle in 
Immunity (Das bacteriophage Virus; seine Rolle 
in der Immunitaet). Ziéschr. f. aerztl. Fortbild., 1921, 
xviii, 664. 

An editorial in the Zeitschrift fuer aerztliche 
Fortbildung attaches to this work such importance 
as to admit that if the author’s hypothesis is sub- 
stantiated our conception of infectious diseases and 
their treatment must be entirely changed. The 
experiment upon which his conclusions are based 
was as follows: 

The intestinal evacuations of a patient suffering 
from dysentery were cultured in bouillon and the 
emulsion was filtered. Ten drops of this filtrate 
produced in twelve hours a thick culture of the 
bacillus of dysentery. One drop of this culture 
yielded a second culture. A trace of this second 
culture yielded a third fresh culture. The more 
passages thus made, the shorter became the time 
necessary to produce further fresh cultures and the 
less the amount of the separated culture necessary 
to obtain fresh bacteriolysis. Therefore, after a 
dozen passages, a fresh culture of dysentery bacillus 
could be made to disappear in three to four hours 
with one milliardth part of a cubic centimeter. 

The effective principle in this remarkable process 
cannot be a diastase for with its continuous dilution 
it would become weakening. Therefore it must be a 
living organism, an ultra-microbe which passes 
through a filter and increases at the expense of the 
bacillus culture. By this agent a bouillon culture 
may become so freed from dysentery bacilli that it 
appears sterile although in reality it has become 
a culture of bacteria-devouring micro-organisms, 
I c.cm. containing from 2 to 6 milliards. 

The phagocytic bacterium is effective not only 
against the excitants of dysentery but also against 
other bacteria such as those of typhus, paratyphus, 
pest, bird typhus, cattle septicemia, etc. The 
author assumes that it is an ultramicrobe which 
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becomes virulent for various sorts of bacteria 
through adaptation. Its normal habitat is the 
intestine where it lives at the expense of the colon 
bacillus. In several thousand tests it was found 
possible to isolate a bacteria-devouring virus from 
the stool in every intestinal disturbance, however 
slight, and even when the subject had been healthy 
previously. On the other hand, bacteria can defend 
themselves against the virus. 

Bacterial disease is a battle taking place in the 
organism between bacteria and bacteria-devouring 
virus. It is nearly always possible to isolate power- 
ful bacteriophages at the beginning of convalescence, 
but never when the infection has resulted in death. 
The isolated virus may be cultivated in vitro at the 
expense of the excitants concerned for an un- 
limited time. 

In epidemics among animals the virus is found in 
all of the animals which remain healthy or recover. 
An epidemic dies out when the susceptible individ- 
uals are “‘infected’’ with the effective phagocytic 
bacteria. Passive immunity is also possible. An 
animal injected with a small quantity of bacterio- 
phage culture directed against a pathogenic excitant 
will become resistant to the disease caused by the 
latter. In cases of typhoid in birds, which has a 
mortality of from 96 to 97 per cent, the author has 
been able to save by his treatment go per cent 
of those which have not reached the height of the 
infection. In an epidemic of cattle fever one drop 
of bacteriophage culture immunized an animal 
weighing between 200 and 300 kgm. In seven cases 
of severe dysentery in man the blood and bacilli 
disappeared from the stools in from twenty-four 
to thirty-six hours after the injection of 1 c.cm. of 
the bacteriophage culture and a cure resulted. 

In conclusion the author cites experiments per- 
formed by Eliava which prove the correctness of 
his theories. KREUTER (Z). 


BLOOD 


Buzello, A.: The Treatment of Pyogenic Infection 
of the Blood by the Intravenous Use of Urotro- 
pin (Ueber die Behandlung der pyogenen Blutinfek- 
tion durch intravenoese Anwendung von Urotropin). 
Deutsche Ztschr. f. Chir., 1922, clxviii, 61. 


While bacteriological experiments in vitro with 
human serum at body temperature have not shown 
that urotropin has any considerable bactericidal 
action, clinical experience has taught that even a 
comparatively small quantity of it in the blood 
stream has a distinct therapeutic effect. It has 
been proved by repeated blood examinations that 
the bactericidal action of the blood is strongest 
from eight to ten hours after the injection of urotro- 
pin. It is therefore clear that substances remain in 
the blood for a considerable time which have at 
least a restraining effect on bacterial growth. 

For the injection, a 4o per cent solution of urotro- 
pin in physiological sodium chloride solution is 
used. Single daily doses of 10 to 15 c.cm. are given. 
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The treatment must be stopped as soon as the 
characteristic irritation of the bladder with burning 
at micturition, hematuria, and increased strangury 
appears. This is due to the presence in the bladder 
for some time of urine containing formalin, and 
appears in many cases after six to eight injections. 
Clinical and autopsy findings have shown that it is 
not related to injury of the kidneys. If this irrita- 
tion of the bladder is to be delayed as long as 
possible the dose mentioned should not be increased 
even in severe cases. Two or three injections are 
often sufficient to bring about the desired result. 
The injections should be followed by systematic 
cultural examinations of the blood. Of eighteen 
cases of pyogenic blood infection following surgical 
diseases which were treated by this method, all 
were cured except two which were fatal. The 
injections have proved harmless. BRUNNER (Z). 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Jaeger, H.: Injuries from Strong Electric Currents 
(Ueber Starkstromverletzungen). Schweiz med. 
Wehnschr., 1921, xix, 1250. 


Electric currents of less than 100 volts may be 
dangerous to man if the resistance of the isolating 
skin is greatly lowered, as by moisture or perspira- 
tion. Practically every technically used current 
may become dangerous under certain circumstances. 
The relation of the current strength to injury is dis- 
cussed in detail. 

The multiform clinical picture of injury from 
strong electric currents warrants a definite grouping 
of the symptoms: 

The primary picture shows general, local, and 
distant symptoms, but these may not all be present 
simultaneously. Chief among the general symptoms 
is the “electric shock” which resembles cerebral 
concussion and is sometimes followed by mental 
confusion. The initial cardiac and respiratory arrest 
may .often by relieved therapeutically. The shock 
must be considered a reflex effect for it occurs even 
when the central nervous system is not in the direct 
path of the current. The musculature undergoes 
either a single general spasm or a tetanic con- 
traction lasting for some time. 

The points of contact show local symptoms: 
the current mark (electric burn) causes the three 
ordinary degrees of burning. In the third-degree 
burn, the electric eschar, which is typical, the skin 
and subcutaneous tissue are changed into a brown, 
hard, bloodless, and dry mass. In the poorly con- 
ducting skin the electric energy may be converted 
into so-called Joule heat, the deeper and _ better- 
conducting soft parts being spared. Occasionally 
in the region of the eschar a subcutaneous collection 
of gas is found; this electrogenic emphysema evi- 
dently depends upon an electrolytic process. The 
eschars at the points of contact are frequently 
surrounded by a zone showing complete detachment 
of the epidermis. This epidermolysis is caused by 














the surface radiation of the current in the epidermis 
moistened by perspiration. Not infrequently the 
region of the current mark shows an electrogenic 
cedema which is differentiated from inflammatory 
cedema by its sudden appearance, pallor, and hard- 
ness. Injury of the blood vessels may result in 
thrombosis. The effect of the current may be lasting 
enough to produce a primary necrosis of large 
areas of an extremity. 

The distant symptoms include the so-called 
in‘ermediate lesion caused by the current following 
the shortest route across skin folds in the region of 
joints which touch on their flexor surfaces, producing 
electric burns in the folds of the elbow, shoulder, 
hip, and knee distant from the point of entry and 
exit of the current. The effect on the muscles may 
consist of severe spasms and spontaneous luxations. 
The heart, kidneys, and liver show injuries which 
may be due to toxins. 

The course of the injury from strong electric 
currents shows a series of typical complications. 
The advancing necrosis proceeds from the eschar 
and is due to a necrobiosis leading gradually to 
tissue death; the late necrosis may not appear for 
days or weeks. Secondary hemorrhages may result 
even in a dry and aseptic course. Home and 
ambulatory treatment should be avoided when 
the eschar is deep. Infection of the injured tissue 
aggravates the condition. The absolutely dry 
treatment is therefore indicated only up to the stage 
of granulation. In injury of the skull there may 
be extensive necrosis of the bones with osteomye- 
litis of the skull, suppurative meningitis, and brain 
abscess due to cooking of the cortex of the brain 
and secondary bacterial invasion. On the basis of 
his own experience the author recommends early 
trephination in cases of necrosis of the skull in order 
to prevent subsequent intracranial complications. 

Among the late complications special attention 
should be directed to disturbances of the nervous 
system, some of which may be explained by the 
histologic findings. Besides necroses there are or- 
ganic disturbances which resemble atypical forms 
of well-known conditions of other etiology. The 
author has observed a case of spinal paralysis 
which developed gradually the first week after the 
accident. BRUNNER (Z). 


ROENTGENOLOGY AND RADIUM THERAPY 


Witherbee, W. D.: The Treatment of Focal Infec- 
tion of the Throat by the X-Ray as Compared 
with the Surgical Removal of the Tonsils and 
Adenoids. J. Radiol., 1922, iii, 129. 


Roentgen rays have a selective destructive action 
on lymphatic and embryonic tissue. Since the 
tonsils are made up largely of lymphatic tissue, they 
are especially susceptible to radiation and the 
resulting shrinkage improves drainage of the crypts. 
Such treatment, properly administered, is safe and 
its results are permanent. It removes the focal 
infection more thoroughly and completely than any 
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other method yet devised, surgical or otherwise, 
and the contra-indications to operation do not apply 
to it. As compared with the surgical removal of the 
tonsils and adenoids, X-ray treatment is free from 
serious complications. 

The technique is comparatively simple. In the 
average case a 7-in. spark gap, 5 ma. of current, four 
minutes time, a 1o0-in. distance, and a 3-mm. 
aluminum filter are used. The patient lies face 
downward with the head turned to the side, the 
position and angle of the patient and tube cor- 
responding exactly to that employed by the roent- 
genologist in making a radiograph of the lower 
molars on an X-ray plate. The number of treatments 
is usually about eight. These are given at intervals 
of two weeks, and both sides of the head are exposed 
at each treatment. A special table and board have 
been devised for the treatment of children. 

The objections so far encountered to the roentgen- 
ray method have been, first, the danger of a roent- 
gen-ray burn. Burning is impossible if the technique 
prescribed is carried out. The possibility of injury 
to the parotid, the thyroid, the pituitary, and other 
adjacent glands has been amply tested in the past 
ten years in cases in which tuberculous glands of 
the neck have been treated by much larger doses, 


some of them being given as high as forty doses,’ 


whereas the dose for the tonsils and adenoids has 
never exceeded fourteen treatments in a series of 
nearly five hundred cases which have been treated 
in the past two years. 

The method is indicated especially for chronic 
infection of the throat in vocalists since the muscular 
reconstruction of the throat is minimal as compared 
with that following the surgical removal of tonsils 
and adenoids. It is indicated also in cases of 
throat infection associated with rheumatism, chorea, 
diabetes, chronic endocarditis, hemophilia, or any 
condition contra-indicating operation. 

Apo.pH HArtunG, M.D. 


Lafferty, R. H., and Phillips, C.C.: Radiotherapy of 
Diseased Tonsils. J. Radiol., 1922, iii, 132. 


The first fifty cases of diseased tonsils treated by 
the authors fell roughly into four classes, as follows: 

1. Those of adults with large, soft hyperplastic 
tonsils with deep crypts which generally discharged 
or contained pus. 

2. Those of children with large, infected tonsils, 
and crypts generally not so deep. 

3. Those of adults who had had their tonsils, or 
at least a part of them, removed and who retained a 
part of the tonsil with scar tissue. 

4. Those of adults and children who had had 
the tonsils completely removed and who presented 
infected and enlarged lymph follicles in the pharynx. 

The first class of cases are those which show the 
most decided improvement following X-ray treat- 
ment. The tonsils shrink rapidly, the crypts can 
be seen standing wide open, and the cultures show 
a marked decrease in the number of bacteria. 
Of this type there were twenty-nine cases. In 
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five of these, attacks of tonsillitis ceased after one 
treatment, and in three after two treatments. In 
the remaining twenty-one cases an average of five 
treatments was given. The results were satisfactory. 
Cases of Class 2 also respond favorably. Of the 
eleven cases treated, ten showed perfect results and 
in the eleventh the treatment was not completed. 
The average number of treatments given was 6.2. 
Of the four cases which belonged to Class 3, all were 
benefited; the average number of treatments was 
eight. Class 4 included six cases, all of which ap- 
parently showed good results although the effect 
did not appear quite so quickly as in some of the 
other cases. The technique used was that recom- 
mended by Witherbee. ApotpH Harrtune, M.D. 


Pacini, A. J.: The X-Ray Treatment of Tonsils 
with the Conjoint Use of the Ultraviolet Ray. 
J. Radiol., 1922, iii, 131. 

In children there are three types of tonsillar 
conditions: 

1. Those in which the tonsils are obviously hyper- 
trophied, but are not excessively reddened, and 
the appearance of which suggests minimal bacterial 
activity. 

2. Those in which an obvious reddening is pres- 
ent, suggesting bacterial activity below the point of 
clinically established infection. 

3. Those in which the tonsils are markedly 
reddened and congested and infection is clinically 
established as evidenced by the associated systemic 
manifestations. 

Cases of Type 1 are especially suited for roentgen 
therapy. The technique used is essentially that 
recommended by Witherbee. The effect of the 
treatment is manifested by a reduction in the size 
of the tonsil. In cases of Type 2, the roentgen ray 
applied alone was not as uniformly successful as in 
those of Type 1. It was necessary to supplement it 
by treatment to overcome the infection. The ultra- 
violet ray was found to meet this indication well. 
It was applied directly to the tonsil through a 
pharyngeal applicator in units of actinic saturation, 
usually on alternating days but in the more severe 
infections daily. Cases of Type 3 generally require 
surgical intervention. 

Since the active immunizing types, grouped above 
as Type 2, are observed clinically by far the most 
frequently, it is obvious that the ultraviolet ray 
plays an important réle in the treatment of tonsillar 
disease. The indications are plain, the application 
is simple, and the results obtained through the con- 
joint use of the roentgen and ultraviolet rays on 

. hypertrophied tonsils are eminently brilliant and de- 
serve every consideration. ApotpH Hartunc, M.D. 


Mills, R. W.: X-Ray Evidence of Abdominal Small 
Intestinal States Embodying an Hypothesis of 
the Transmission of Gastro-Intestinal Ten- 
sion. Am. J. Rocnigenol., 1922, n. s. ix, 199. 


It seems that no considerable effort has been 
made to investigate small intestinal normal or ab- 
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normal conditions by means of the roentgen ray, 
with the exception of lesions of the duodenum 
which are not included in this presentation. Certain 
observations as to fundamentals in small intestine 
motility have been recorded. The outlines suggest- 
ing gross obstruction are recognized. The strikingly 
apparent dilated and ribbed loops of the obstructed 
small intestine made visible on the plate by gas and 
fluid or the ingestion of barium have been described. 
With the exception of gastrojejunal ulcer there does 
not appear to have been any conception that direct 
evidence of involvement of the small intestine 
might be obtained as in the stomach and colon or 
any effort made to elicit evidence of impairment 
of its function other than in ileocecal valve incom- 
petence and ileal stasis. Even the atypical seg- 
mented shadows of the organically involved small 
intestine have been regarded only as evidence of 
slight local obstruction. 

For the past ten years the author has made note 
of all unusual variations in the small intestine. 
Gradually it became apparent that some of these 
were associated with certain conditions; for instance, 
that in colonic obstruction a certain form of small 
intestine suggesting overdistension was generally ob- 
served. This led to the idea of recoil or relative 
stasis, a conception which was found to be supported 
on every hand by collateral evidence. The same is 
true of organic conditions. These atypical outlines 
of the small intestine were first noticed and recorded 
in 1916. In the subsequent five years they were 
observed approximately 600 times in the roentgen- 
ray examination of 6,000 persons, and were noted 
with increasing frequency as they became better 
appreciated. 

In form, position, tonus, and motility the relation 
of the small intestine to habitus is the same as that 
of the stomach and colon. In sthenic types its 
position is higher, the coils are more discrete and of 
different arrangement, and the bowel has a demon- 
strably greater degree of tonus and a more rapid 
rate of motility than in asthenic and hyposthenic 
subjects. There are suggestions that the tension 
within the small intestine is greater in the sthenic 
types. Under normal conditions the appearance of 
the small intestine on the plate is characteristic. 

Any organic process involving the wall of the 
small intestine either primarily or secondarily will 
modify the roentgen shadow of the contents of the 
part involved and thus render direct diagnostic 
evidence of its presence, if not as strikingly as in 
the stomach and colon or as suggestively as to the 
nature of the lesion, none the less positively as to 
the presence of an organic pathologic process. 

The following principles concerned in abnormal! 
functional conditions of the small intestine are 
offered: 

1. When there is organic alimentary obstruction 
there will be dilatation and motor delay proximal to 
it, the degree of which is determined by that of the 
obstruction and the resulting proximal dilatation 
or hypertrophy. 














2. Evidence strongly suggests that the same 
far-reaching proximal recoil occurs in somewhat less 
degree in functional stasis of the colon as in marked 
colonic constipation. The roentgen ray shows 
apparently that there is motor delay not only 
throughout the entire colon but also secondarily, in 
lesser degree, in the small intestine. 

3. Any alimentary sphincter subjected to in- 
creased intravisceral tension originating either 
immediately proximal or distal to it tends to give 
way, and if this tension is sufficiently great, the 
sphincter becomes divulsed and incompetent and 
dilates with the contiguous dilated gut with result- 
ing disturbance of proximal and distal motility. 

4. Any acquired local lack of resilience in the gut 
wall due to an inflammatory or other pathologic 
condition will lead to recoil and relative proximal 
stasis. 

5. Rarely, but to be mentioned as a possible 
principle, lesions lessening the _recoil-absorbing 
power of at least certain proximal portions of the 
alimentary tract determine a greater motility distal 
to it. 

6. It has been assumed that tension within the 
alimentary tube, if not constant throughout, may 
be proximally influenced by changes in distal tension. 

7. Whenever there is over-rapid motility of the 
small intestine, the form of the small intestine will 
reflect if, indicating overdistension and increased 
fluidity of the intestinal contents, particularly 
noticeable in the jejunum. 

Each of these so-called principles as related to the 
small intestines is explained at considerable length 
and the article is copiously illustrated to demonstrate 
the conditions described. Several tables are append- 
ed to show the incidence of atypical forms of the 
small intestine due to organic or functional condi- 
tions in a series of 5,735 subjects, and the nature 
of these conditions. Of organic conditions primarily 
involving the small intestines by far the greater 
number were due to peritonitis and adhesions of 
other than appendix origin. General abdominal 
carcinomatosis, metastatic carcinoma, and tuber- 
culous peritonitis were next in frequency in the 
order named. Organic conditions causing atypical 
states of the small intestine secondarily included, 
among others, cecal-appendix pathology, post- 
operative conditions following appendectomy, and 
pressure due to tumors outside of the digestive 
tract, their relative frequency being in the order 
named. Of the functional conditions, many were 
indeterminable; constipation was a very frequent 
cause. ApvoipH Hartunc, M.D. 


Thompson, S. A.: Pneumopyelography: A Pre- 
liminary Report on Its Advantages and Tech- 
nique. J. Urol., 1922, vii, 285. 

Bringing the renal pelvis and calices into relief by 
the instillation of a medium opaque to the X-ray 
has been done for a number of years. The injection 
of air for the same purpose was advocated by Cole 
in 1910 but apparently has seldom been used to date. 
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The object of this paper is to increase the popularity 
of pneumopyelography, the technique of which is 
simple and the advantages of which are numerous. 

The injection of oxygen into the ureter or renal 
pelvis creates a space which shows up black on the 
roentgen-ray plate and brings into relief not only 
the pelvis and calices, but also the kidney tissue, as 
it does not obscure the shadows caused by the tissues 
either in front or behind. For instance, the shadow 
of a stone in the ureter, pelvis, or calix will not be 
obscured by the oxygen, and the size, shape, and 
position of the stone can be easily determined. The 
black of the oxygen against the lighter shadow of 
the kidney substance makes a better contrast for 
the study of the kidney tissue itself than the white 
shadow of the opaque solution against the sur- 
rounding lighter shadow of the kidney. Oxygen 
meets fully the requirements of a contrasting 
medium as it is not toxic or irritating and, as it is 
more permeable than any of the opaque solutions, 
it will pass obstructions or constrictions more 
readily than solutions. 

Pneumopyelography is perhaps most advan- 
tageous in the following groups of cases: 

1. Stone in the ureter, pelvis, or calices. The 
size, shape, and position of the stone can be deter- 
mined, and at the same time the ureter, pelvis, and 
calices are brought into relief. 

2. Hydronephrosis. 

3. Pyonephrosis. 

4. Strictures or obstructions of the ureter which 
are not readily passed by opaque solutions. 

5. Malformed and malplaced kidneys such as a 
horseshoe kidney lying across the spinal column, 
in which the pelvis, when injected with an opaque 
solution, cannot be clearly differentiated from the 
vertebra. 

A detailed description of the technique used is 
given and one case illustrating the advantage of the 
method is cited. The following conclusions are 


; appended: 


1. Pneumopyelography is a simple, though un- 
common, procedure and deserves greater popularity. 

2. It is attended by apparently no reaction and 
causes the patient less discomfort than the injection 
of an opaque solution. 

3. In certain cases it is a greater aid in roent- 
genographic diagnosis than the use of opaque 
solutions. ApoteH Hartunc, M.D. 


LEGAL MEDICINE 


Requirements and Liability in Actions for Service. 
Fincher vs. Davis (Ga.), 108 S. E. R., p. 905. 

This was a suit to recover for professional services 
rendered the wife of the defendant, Fincher. In 
affirming a judgment in favor of the plaintiff, the 
court held that a person professing to practice 
surgery or medicine for a compensation must bring 
to the exercise of his profession a reasonable degree 
of care and skill. Any injury resulting from a want 
of such care and skill would be a tort for which a 
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recovery could be had. The exercise of this degree 
of care and skill is the measure of professional duty 
in all cases; and whether this degree of care and skill 
has been exercised in a given case is a question of 
fact for the jury. 

In an action by a physician and surgeon to recover 
the value of professional services rendered the 
burden is on him to prove that he is a physician, 
that he was employed as such, and that he rendered 
the services alleged; also to show the value of such 
services as represented by the ordinary and reason- 
able price for services of that nature. In such an 
action, as well as in a suit brought by a patient for 
malpractice, the presumption is that the surgical or 
medical services were performed in an ordinarily 
skillful manner, and the burden is on the person 
receiving the services to show a want of due care, 
skill, and diligence. When a physician or surgeon 
renders necessary professional services to a wife, 
with her consent, the husband is primarily liable 
therefor, even in the absence of any expressed con- 
sent on his part. 

On being asked whether the operation was done in 
a skillful manner, the private physician and surgeon 
of the wife of Fincher, who was familiar with the 
case and all the attendant facts and circumstances 
and who witnessed the operation, replied, “‘ Yes, 
sir.”’ The question and answers were objected to on 


the ground that they invaded the province of the 
jury in seeking and eliciting a conclusion on the 
main issue in the case, but the court stated that the 
opinion of an expert on any question relating to his 
profession is always admissible when given in 
response to a hypothetical question based on the 


testimony of witnesses other than himself, or when, 
as in this instance, the expert has himself observed 
the facts and gives his opinion based on his own 
observation. 

The court charged the jury that, in considering 
whether the plaintiff exercised ordinary care and 
skill in his diagnosis and treatment of the defendant’s 
wife, it must not set up a standard of its own, but 
must be guided in that regard. solely by the testi- 
mony of physicians; and that as it was unable to 
determine from the testimony of physicians and 
surgeons what constituted ordinary care and skill 
under the circumstances, there was a failure of proof 
on the only standard for its guidance, the evidence 
was insufficient to sustain the defendant’s plea of 
negligence, and the jury should find for the plaintiff 
a reasonable amount for the services rendered. 

The trial judge was manifestly seeking to impress 
on the jury that they were unauthorized to impose 
any other or capricious standard, and while the 
language may not have been strictiy accurate, in 
that the recognized methods employed by physicians 
and surgeons in the performance of such an operation 
might conceivably be shown by persons other than 
members of the medical profession, yet, as the only 
testimony introduced along that line was the 
testimony of physicians and surgeons, the inaccuracy 
of expression was necessarily harmless. While the 
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charge complained of may have sought by confining 
such proof to the testimony of physicians and sur- 
geons to limit the methods of proving the specific 
duties owing by the plaintiff, it did not, as urged, thus 
limit the proof of negligence. A reasonable degree 
of care and skill must be-taken to be that which, 
under similar conditions, is ordinarily employed by 
members of the medical profession generally. 
J. A. CASTAGNINO. 


No Evidence of Negligence Against the Defendants. 
Weeker vs. Hamel et al. (Minn.), 184 N. W. R., 
p. 1025. 

The plaintiff in this case sought to recover dam- 
ages for the death of his infant child on the ground 
that the defendants, as physicians and surgeons, 
negligently failed to diagnose the ailment correctly 
and treated it improperly. The plaintiff urged that 
an operation was performed without the consent of 
the child’s parents. After one of the defendants had 
treated the child for two or three weeks, it was, at 
their suggestion, taken by its parents to a hospital 
where it seemed that an operation was performed. 
The nature and extent of the operation did not 
appear, but apparently it consisted in the open- 
ing of an abscess in the neck or throat. Neither 
did it appear who performed the operation or 
whether either of the defendants was present or had 
anything to do with it. ; 

This action was brought under the statute which 
provides that when death is caused by the wrongful 
act or omission of any person, the personal rep- 
resentative of the decedent may maintain an action 
therefor. There was no evidence, however, that the 
operation was not necessary and proper or not 
properly performed, or that it had any part in 
causing the death of the child. In short, there was 
entire absence of proof tending to show actionable 
negligence on the part of either defendant. The 
order denying the plaintiff a new trial, after a 
verdict had been directed for the defendants at the 
close of the plaintiff’s evidence, was affirmed. 

J. A. CASTAGNINO. 


Malpractice Found in the Treatment of an 
Oblique Fracture. Donnelly vs. Packard (Wisc.), 
185 N.W. R., p. 164. 


A laborer, aged 46, who had previously sustainep 
a fracture of the femur of the right leg which re- 
sulted in shortening, on September 26, 1918, suffered 
an oblique fracture of the upper third of the femur 
of the left leg. He was taken to a hospital, where a 
physician who had temporarily placed the leg in a 
splint asked the defendant, who had been called to 
attend the plaintiff, whether it would not be well to 
perform an open operation on the leg and the two 
fragments of bone in order to shorten them and then 
re-attach the upper and lower parts of the bones by 
means of a plate and other appliances used in 
operations of that nature. To this inquiry, according 
to the plaintiff, the defendant made no reply, and 
the method suggested was not used. 
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\fter setting the bone the defendant applied a 
Buck’s extension, and placed the limb in a splint 
surrounded by bandages. After the lapse of about 
ten days the plaintiff expressed his regret to the 
defendant that the suggestion of an open operation 
and the use of a plate had not been followed, and 
inquired whether any other method could then be 
pursued which might result in the shortening of the 
left leg so as to compensate for the shortening in the 
right leg. The defendant replied, according to the 
plaintifi’s testimony, that he could take the weight 
off, meaning the Buck’s extension, and allow the 
injured surface of the lower fragment to override 
the injured surface of the upper fragment. The 
extension was removed but, it was said, the de- 
fendant did nothing to hold the injured surfaces in 
proper position except to place the limb in a 
pneumatic ambulatory splint so that the patient 
could be removed from the hospital to his home. 

The defendant testified that traction was applied 
when the ambulatory splint was used, but this was 
denied by both the plaintiff and his wife. The plain- 
tiff was conveyed to his home, a distance of about 
14 miles, over rough country roads, in a truck 
automobile, unaccompanied by the defendant or any 
other physician or skilled attendant. Nor, according 
to the plaintiff, did the defendant visit him for 
about two weeks. When he next examined the limb, 
he said he ought to have attended to it before as it 
was in poor condition. Thereafter he did not visit 
the plaintiff until about January 1, 1919, at which 
time the left leg showed a very marked bow and its 
condition prevented any considerable amount of 
walking or work and caused much pain. 
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A physician and surgeon of large experience in 
the treatment of fractures pronounced the results 
achieved by the defendant as a fair average of those 
obtained by the ordinary, skillful physician, and 
stated that out of 100 similar cases treated the 
results in 40 per cent would be substantially like 
those in this case. There was a sharp conflict in the 
testimony as to whether traction was removed 
before the adhesion of the bones; whether traction 
was applied when the Buck’s extension was removed 
and the ambulatory splint was applied; whether the 
bones had united on their sides or on the broken 
surfaces; and whether the condition manifested by 
the bowing was due to the adhesion of the bones or 
to conditions that came about after January 1, when 
the plaintiff was advised and attempted to resume 
the use of the injured limb. 

The jury found that the defendant in setting the 
fracture did not bring the broken surfaces of the bone 
together and maintain them in apposition during the 
healing period and failed to exercise that degree of 
skill and care ordinarily required by a fracture. It 
therefore fixed the plaintiff’s damages at $5,000, but 
the court reduced the amount to $3,764.95 on 
account of compensation which the plaintiff had 
recovered from his employer under the Workmen’s 
Compensation Act for the alleged malpractice. The 
judgment was affirmed on the ground that there was 
ample testimony to prove that the defendant failed 
to exercise that degree of skill and care ordinarily 
exercised by physicians in good standing in the 
locality of his residence, and that such failure was 
the proximate cause of the plaintiff’s condition. 

J. A. CASTAGNINO. 





GYNECOLOGY 


UTERUS 


Black, W. T.: Retro-Displacements of the Uterus, 
with Suggestions Regarding Their Proper 
Treatment. South. M.J., 1922, xv, 310. 


In discussing the operations for the cure of retro- 
displacements the author brings out several im- 
portant points: (1) that congenital retroversion 
producing no symptoms seldom requires operation; 
(2) that simple retroversion following a recent 
pregnancy can often be corrected by means of 
a properly fitting pessary; (3) that no one type of 
operation is suited to all conditions; (4) that in 
round-ligament operations the pelvic diaphragm 
and sacro-uterine ligaments must also be corrected; 
(5) that judgment is necessary in determining upon 
the operation; and (6) that many operations are 
done needlessly. R. E. Curist1e, M.D. 


Angeli, A.: Chronic Uterine Inversion; A New 
Method of Strip Vaginal Hysterectomy (Con- 
tributo allo studio dell’inversione uterina cronica. 
Nuovo processo di “‘isterectomia vaginale a lembi’’). 
Policlin., Rome, 1922, xxix, sez. chir., 189. 


Angeli’s case was that of a woman of 60 years. 
The uterine inversion was of seven months’ stand- 
ing and was accompanied by complete prolapse. 


None of the customary conservative or other treat- 
ments applicable to uterine inversion promised a 
successful result. There were extensive histologic 
changes in the uterine tissue, circulatory changes, 
and a septic condition of the uterine fundus, etc., 
which rendered a sterile operation almost impos- 
sible. A hysterectomy was decided upon and as a 
preliminary measure the field was treated for some 
time by antiseptic irrigations. 

Operation was begun by a transverse incision on 
the uterine fundus and opening of the serous infun- 
dibulum of the reversed organ. Sterile gauze was 
pushed through this opening to prevent the spread 
of infection and to hold back the intestines. The 
peritoneal serosa of the infundibulum was separated 
from all its connections and the uterine corpus split 
in two parts, a little anteriorly so as not to injure 
the uterine artery. The uterus was opened for its 
whole length in two strips, one anterior and some- 
what narrow, the other posterior and including the 
uterine vessels and the adnexal pedicles. Ligatures 
were placed on each side to hold the uterine arteries, 
and the adnexal pedicles were sectioned. The sterile 
gauze was then removed, the peritoneum closed with 
continuous catgut sutures, and the two uterine strips 
sectioned at the level of the vaginal fornices. 

The operation was quickly done and the loss of 
blood was very slight. The patient made an un- 
eventful recovery. 


So far as the author is aware, this method of 
vaginal hysterectomy in strips has not been de- 
scribed previously. W. A. BRENNAN. 


Wedge-Shaped Resection of the Uterus 
Rozhledy v chir. «a 


Jerie, J.: 
(Keilfoermige Uterusresektion). 
gynaek., 1921, i, 241. 

In order to extend the limits of the conservative 
procedures for the removal of fibromyomata of the 
uterus, the author tried the Pfannenstiel wedge- 
shaped resection of the uterus with certain modi- 
fications in suitable cases, a procedure devised for 
prolapse and chronic metritis. The ordinary laparot- 
omy is done and after the ligation of both spermat- 
ic arteries and the round ligaments close to the 
angles of the uterus, he excises all of the fundus 
of the uterus involved by the tumors by means of 
two incisions extending from the lateral corners of the 
uterus toward the internal uterine os. After securing 
absolute hemostasis, he sutures the two portions 
of the uterine body in the center with close catgut 
sutures, sometimes in two layers, leaving a small 
cavity covered with mucosa. At the tip of this 
newly formed uterus the two tubes and the round 
ligaments come in contact. In order to lengthen the 
uterine suture extraperitoneally and prevent ad- 
hesion to the intestines he unites both of the round 
ligaments on the anterior aspect of the uterus and 
the closely lying tubes on the posterior aspect, 
whereby the wound in the uterus is entirely covered. 
In three cases the results were good and menstru- 
ation was preserved. Kinpi (Z). 


Desplas, B.: The Indications, Technique, and 
Complications of Wertheim’s Operation for 
Carcinoma of the Cervix of the Uterus (In- 
dications, technique et soins consécutifs de l’opéra- 
tion de Wertheim pour cancer du col utérin). J. de 
chir., 1922, Xix, 337. 


The author reports the cases of eighty-five pa- 
tients treated for carcinoma of the uterus. Fifteen 
of them died immediately after the operation, six- 
teen died a short time afterward from urinary tract 
complications, and forty-five are living. Twenty- 
one are living three years after the operation. The 
patients should be operated upon in the early stages 
of the disease before the bladder and rectum have 
become involved. 

Before operation the patient is given a spinal 
anesthetic, the uterus and cervix are curetted, and 
the vagina is disinfected by antiseptic irrigations. 
The operative technique is described in detail. 
The spinal anesthesia is induced with stovaine, and 
maintained for fifty minutes. The ureters are 
carefully isolated and the uterus is completely re- 
moved. The pelvis is then thoroughly peritonized 
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by suture of the vesicovaginal and vaginorectal 
peritoneum. The bases of the broad ligaments are 
sutured together and the edge of the sigmoid colon 
is sutured to the vesicopelvic peritoneum. 

The most important postoperative complication 
is generalized peritonitis. During the course of the 
operation the ureters or bladder may be injured or a 
urinary fistula may develop as the result of tardy 
necrosis of the bladder or ureteral walls. Radium 
treatment is given postoperatively. 

Loyat FE. Davis, M.D. 


Clark, J. G., and Norris, C.C.: An Analysis of the 
End-Results in 232 Hysteromyomectomies, 
with Special Reference to Ovarian Conserva- 
tion. Surg., Gynec. & Obst., 1922, xxxiv, 509. 


The following analysis is based on 232 patients 
subjected to supravaginal hysteromyomectomy 
more than one year ago. None of them had reached 
the menopause. Both ovaries were conserved in 
ninety cases, one ovary was removed in eighty-one, 
and both ovaries were removed in sixty-one. From 
the replies to a questionnaire sent the patients the 
following conclusions are drawn: , 

1. Hysteromyomectomy gives excellent end- 
results whether ovarian conservation is’ practiced 
or not. Of all the patients in this series, over 99.5 
per cent were cured or benefited and over 83 per 
cent stated that their general health was good or 
improved one year or more after the operation. 

2. Better end-results and greater comfort are 
obtained by ovarian conservation. 

3. Everything being equal, better end-results 
follow conservation of both ovaries than the re- 
tention of one, but the preservation of one is far 
better than the removal of both. 

4. Conserved ovaries seldom give subsequent 
trouble. In none of the cases was a second operation 
necessary. 

5. Undue emphasis has been placed on the fre- 
quency of cystic and other forms of degeneration in 
conserved ovaries. This can be avoided by careful 
examination of the ovaries at operation and atten- 
tion to the maintenance of an adequate blood supply 
and retention of the ovary in its proper position. 

6. Since good results can be obtained following 
bilateral oophorectomy, it is better to sacrifice a 
doubtful ovary than to conserve it. 

7. The surgical menopause is not severe in all 
cases in which both ovaries are removed. The 
patients who suffer unduly are in the minority. 

8. Other factors being equal, there is no doubt 
that younger women suffer more severely from 
bilateral oophorectomy than those who are older, 
but age is not an unfailing criterion as to the 
severity of the surgical menopause in a given case. 

9g. The high-strung neurotic women is apt to 
suffer more severely than the woman of the phleg- 
matic type. 

10. Conserved ovaries functionate. 

11. Even when the ovary does not functionate 
permanently, the occurrence of the surgical meno- 
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pause is less abrupt and severe than in women upon 
whom a bilateral oophorectomy has been performed. 
In the former class of cases the artificial menopause 
generally resembles the normal menopause more 
closely than that following the removal of both 
ovaries. I. E. Bisxow, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


D’Aunoy, R., and King, E. L.: Lithopedion Forma- 
tion in Extra-Uterine Foetal Masses. Am. J. 
Obst. & Gynec., 1922, iii, 377. 


The authors have found seventy-eight cases re- 
ported since 1880. To this number they add an- 
other as follows: 

The patient was a colored woman, aged go 
years, who had a large, movable, sensitive, and 
smooth mass on the left side of the abdomen which 
was connected with the uterus, fixed in the pelvis, 
and presented several nodules on the surface about 
three to five finger-breadths above the symphysis. 
The patient stated she had had the mass for the last 
fifty years, and that it had given her no trouble. 
She died from an intercurrent disease. 

The following salient features are quoted from the 
autopsy protocol: 

“On opening the peritoneal cavity there appears 
an irregularly shaped nodular mass lying in the pel- 
vis, principally to the left of the median line. This 
mass apparently is a fibroid uterus. Further exam- 
ination reveals that it is thoroughly calcified, is 
anterior to the uterus, and does not spring from 
this organ but is intimately attached to it and to the 
intestines by dense fibrous tags. The right tube and 
ovary are present, the ovary being small and 
sclerotic. The left tube and ovary cannot be definite- 
ly located, the latter being closely adherent to the 
posterior surface of the calcified mass. The external 
outline of this mass is somewhat suggestive of the 
position assumed by the foetus in utero. Upon 
removal and further study, the outline of lower foetal] 
extremities can be determined with accuracy; the 
outlines of the nose, chin, and superciliary ridges are 
readily discernible. 

“‘Section made by means of a saw through the long 
diameter of the mass reveals: (1) the calvarium, 
containing a semigelatinous substance through 
which a dense fibrous cord corresponding to the 
dural folds can be seen; (2) the upper extremities, 
which can be readily outlined (the humerus is 
present, the metatarsal bones are evident; the 
musculature is represented by a soft brownish-red 
material); (3) the folds of the small intestine; and 
(4) the bony parts of the lower extremities, which 
can be outlined without difficulty. The mass 


measures 15 by 13 by. 10.5 cm. and weighs 800 gm. 
Its calcified envelope, varying in thickness from 8 
to 16 mm., shows the extension of the calcification 
into the foetal parts at points corresponding to the 
lungs and the soft parts of the lower extremities. 
It is impossible to trace the left tube further than 1 
cm. from its uterine attachment. There it becomes 
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obliterated and evidently in some manner in- 
volved in the fibrous tags which cause adherence 
of the intestines and the calcified mass. From these 
findings it is assumed that an ampullar pregnancy 
of the left tube has ruptured, the calcified mass being 
a lithokelyphopedion according to Kuchenmeister.” 
FE. L. CorNE.LL, M.D. 


Toepler, B.: The Reinfusion of Blood in Twenty- 
Four Cases of Ruptured Extra-Uterine Preg- 
nancy (Ueber Blutreinfusion bei 24 Faellen von 
Graviditas extrauterina rupta). Deutsche med. 
Wehnschr., 1922, xlviii, 92. 


The auto-reinfusion of blood, which was used 
during the war with excellent results, finds its main 
field of application in civil life in ruptured extra- 
uterine pregnancy. The author made use of it in 
the treatment of twenty-four patients who, with 
severe anemia, a barely perceptible pulse, dyspnoea, 
and collapse, were almost dead from hemorrhage, 
All of them recovered without any complications 
and reacted very well to the administration of about 
520 c.cm. of blood. The blood taken from the 
abdominal cavity was neither defibrinated nor 
treated with sodium citrate solution, but was mixed 
with equal parts of physiological salt solution. 
It was not necessary to remove the cannula tied 
into the subcutaneous veins of the arm. In some 
cases the effect of the auto-reinfusion of blood 
can hardly be distinguished from that of the ad- 
ministration of normal saline solution, but from 
observations based on a large number of cases it 
appears that reinfusion will sometimes save life 
when saline solution is no longer effective. 

Cottey (Z). 


Whitehouse, B.: Salpingotomy Versus Salpingec- 
tomy in the Treatment of Tubal Gestation. 
J. Obst. & Gynec. Brit. Emp., 1922, xxix, 93. 


In 1914 the author investigated the pathology of 
tubal gestation in thirty fresh unhardened speci- 
mens of tubal mole abortion and rupture. This 
study led to the following conclusions: 

1. Tubal mole is the direct result of intra-tubal 
rupture, and the mole invariably retains a very 
narrow basis of attachment to the tubal wall. 

2. The attached base is usually situated on the 
floor of the tube and is always at the proximal end 
of the mole. 

3. When tubal abortion takes place, the pedicle 
of a mole is torn through by the peristaltic action 
of the tube endeavoring to expel the foreign body. 

4. Clots may be expelled from the tube through 
the abdominal ostium without separation of the mole. 

5. The conformation of a tubal mole or abortion 
is due to the pressure of the tubal! wall on the clot, 
the impression of the normal ruge being frequently 
observed. 

6. The surface of the pedicle of a mole usually 
presents traces of tubal mucosa. 

7. The deciding factor as to whether intra- or 
extra- tubal rupture will occur is the outcome of the 
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combination of tissue erosion and tissue tension. 
This is influenced by the site of implantation of the 
ovum in the ampullary, isthmic, or interstitial 
portion of the tube. 

8. Evidence, either macroscopic or microscopic, 
of previous inflammation of the tubal wall is the 
exception rather than the rule in tubal mole and 
abortion. 

These investigations led the author to perform 
salpingotomy in five cases of tubal mole and abor- 
tion. Normal recovery resulted. There were no 
technical difficulties. Plain catgut and a round 
intestinal needle were used. In tubal rupture 
salpingectomy is probably preferable because of 
the severe hemorrhage. Time will tell whether the 
conservative method of handling tubal mole and 
abortion will be followed by complications such as 
recurrence, the development of a hydrosalpinx, or 
tubal chorionepithelioma. I. E. BisHxow, M.D. 


Breuer, C. H.: Conservative Ovarian Surgery. 
Nebraska State M. J., 1922, vii, 133. 


It is only within recent years, since more thorough 
knowledge of the many functions of the ovary has 
been gained, that conservation of the ovaries has 
been practiced whenever possible. Today the ovaries 
are removed only when they are hopelessly destroyed 
by inflammation, suppuration, injury, degeneration, 
or malignant disease. 

Experiments have shown that the ovaries have 
other functions than the production of ova. They 
control menstruation and influence the develop- 
ment of the breasts, the external genitalia, and the 
uterus. That they exert a strong influence on the 
nervous system is evident from the fact that hot 
flashes, emotional disturbances, and irritable temper 
sometimes bordering on insanity may result in the 
premature menopause. This influence on the ner- 
vous system is established through an internal 
secretion. 

W. J. Mayo states that not only the ovary but 
menstruation has an endocrine function. 

The chief function of the corpus luteum is associ- 
ated with gestation. 

The most frequent cause for which ovaries have 
been removed is the so-called cystic degeneration. 
This disease is characterized by the formation of 
small cysts the size of a pea which may be single or 
multiple. Crossen states that they are merely un- 
ruptured graafian follicles. It is rare that the whole 
ovary is degenerated; in the majority of cases a part 
of it can be saved. 

Cystic ovaries give pain especially during the 
menstrual period. Formerly the author punctured 
these cysts but subsequently they healed over and 
became refilled with fluid and the pain returned. 
In order to avoid the train of symptoms of an 
artificial menopause the author performs conserva- 
tive operations on the ovaries. 

In oophoritis the acute stage is treated along 
conservative lines, operation being performed later 
if necessary. In ovarian hematoma the ovary is 
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incised, the clot removed, and the ovary sutured. 
In ectopic gestation it is rarely necessary to sacrifice 
the ovary. 

When the ovary is involved by a solid growth it 
is usually so permeated that it must be removed. 
Malignancy requires radical excision. Prolapse 
of the ovary can be remedied by a small plastic 
operation. In operating on the ovary it is much 
better to handle it with the gloved hand than with 
instruments as the latter may traumatize the 
tissues. A fine round needle and plain catgut are 
used in suturing. Sutures placed close together 
with accurate coaptation of the edges prevent 
hemorrhage and subsequent adhesions. 

I. E. BisHxow, M.D. 


Bride, J. W.: The After-Results of the Removal of 
the Uterine Appendages in Hysterectomy for 
Uterine Fibroids and Chronic Metritis. J. 
Obst. & Gynec. Brit. Emp., 1922, xxix, 68. 


In an endeavor to determine whether or not the 
removal of both ovaries in addition to hysterectomy 
is justifiable when these glands are normal, the 
author reviewed a large series of cases. He records 
his data from 231 replies to a questionnaire. The 
average age of the women was 39 years and all were 
under 47 years. Of the 231 cases both ovaries and 
tubes were removed in 186, and in 178 of the 186 
cases a subtotal or supravaginal hysterectomy was 
done. In the remaining forty-five cases either one or 
both uterine appendages were left, and in the major- 
ity a vaginal hysterectomy was done. 

The school of conservative gynecology recom- 
mends the conservation of at least one ovary to 
ward off the artificial menopause with its impair- 
ment of health, including hot flushes and sweats. 
Radical gynecologists, on the other hand, remove 
both appendages in addition to the uterus whether 
the appendages are diseased or not. They claim 
that the effect produced on the general health is 
little, if at all, greater than that of the conservative 
procedure, and that they gain the advantage of a 
cleaner pelvic floor and avoid the possibility of 
leaving an organ which may necessitate a second 
operation. In conserving the ovaries the only factor 
worthy of consideration by the surgeon is the effect 
of their removal on the general metabolism. 

In a comparison of the results of the two opera- 
tions it was surprising to find that there was so little 
difference in the percentage of adverse symptoms. 
One would expect to find the adverse symptoms of 
the artificial menopause very much more marked 
after the radical operation, and that there would be 
few if any after the conservative procedure. With 
regard to flushings and the effect on the sexual feel- 
ings a larger percentage of the patients suffered after 
the radical operation than after the conservative 
procedure. In a less degree the physical capabilities 
of patients seem better after the conservative than 
after the radical operation. 

The general health was improved in a very large 
percentage of cases after either operation, but more 


often after the radical operation (91 as compared 
with 84 per cent). The temperament after either 
operation was not much changed, but the percentage 
complaining of irritability was slightly higher after 
the conservative operation than after the radical 
procedure. Ninety-one per cent of the patients 
complained of flushings after the radical operation, 
and 73 per cent made this complaint after the con- 
servative procedure. 

Pain seemed to be more frequent after the con- 
servative operation than after the radical (93 as 
compared with 82 per cent). Following the radical 
operation 6 per cent had more pain as compared 
with 15 per cent who suffered greater pain after the 
conservative procedure. 

A very small percentage of patients complained 
of nervous symptoms after the operation but the 
percentage was larger after the conservative opera- 
tion. 

A larger percentage of patients had disturbances 
of their sexual relations after the radical than after 
the conservative operation, the proportion being 
39 to 26 per cent. 

There was a greater tendency to adiposity when 
both ovaries were removed. 

The author concludes that so far as the majority 
of the manifestations of the artificial menopause 
are concerned there is very little to choose between 
the two types of operation. The advantage lies 
with the radical operation in all but two exceptions, 
viz., the occurrence of flushes and sexual disability 
The difference between the figures is slight. The 
advantages of the radical procedure are that it is 
easier and quicker and therefore safer for the patient, 
it leaves a smoother pelvic floor with a linear scar 
running from side to side, there is less risk of the 
formation of adhesions, and the possibility of a 
pathologic change in the remaining ovary necessitat- 
ing a second operation is avoided. 

H. W. Frvx, M.D. 


EXTERNAL GENITALIA 


Mueller, H.: Neurodermitis and Carcinoma of the 
Clitoris in a Young Girl (Neurodermitis und 
Klitoriscarcinom bei jungen Maedchen). Dermat. 
Zischr., 1921, XXXV, 70. 

The case history is reported of a girl who was 
suffering with neurodermitis. When the clitoris 
became involved the anatomical and clinical picture 
changed. A papillomatous proliferation developed 
which at first was very difficult to diagnose. A sec- 
tion suggested carcinoma, a suspicion substan- 
tiated by ultimate death which resulted in spite of 
X-ray treatment and operation. It is a question 
whether the malignant proliferation was due to the 
neurodermitic changes or to the continuous trauma 
from scratching. The author believes that when 
chronic irritation in the form of neurodermatitis is 
present the development of carcinoma finds particu- 
larly favorable conditions in the female genitalia. 

GERLACH (Z). 


2 pa a RN | Se ES she Me cn ge all oe NE ARR ARRON LEE st TO cI Ta ere tach Nan Oi 








142 


Engelkens, J. H.: Primary Cancer of the Vagina 

*(Primaerer Krebs der Scheide). Nederl. Tijdschr. 

v. Geneesk., 1922, Ixvi, 27. 

Primary cancer of the vagina is considered rare 
but as the patient with a vaginal cancer usually 
seeks treatment late, it is difficult to determine the 
point of origin of the condition. 

The author rejects the theory that it arises merely 
from the irritation of a foreign body (pessary, etc.). 
As it has a predilection for the extreme end of the 
posterior wall of the vagina, it has been attributed 
to the irritation of secretions, but in a normal condi- 
tion the walls of the vagina lie together so that an 
accumulation of secretion is impossible. Treub 
attributed the more frequent occurrence of carcino- 
ma of the cervix as compared with carcinoma of the 
fundus in women who have borne children to lacer- 
ation of the cervix occurring during labor followed 
by local irritation. 

Besides the local form of vaginal cancer beginning 
in the solitary lymph nodules which soften and 
then break down, there is the more rare diffuse form. 
The author describes: a case in which, to induce 
abortion, a pure solution of lysol was injected into 
the uterus. Ten months later the vagina appeared 
as an inflexible tube with friable, slightly bleeding 
walls, the portio was similarly altered, and there 
was a foul secretion. The anatomo-pathologic exam- 
ination suggested an endothelioma and the clinical 
picture suggested an epithelioma. In a short time 
the patient had become emaciated and cachectic. 

Ordinarily carcinoma of the vagina is made up 
of squamous epithelium, but glandular carcinoma, 
arising from displaced cervical glands or from rests 
of the canal of Gaertner, are also described. 

The first clinical sign is a slimy, purulent dis- 
charge, especially following coitus. Only in the 
advanced stages is there radiating pain. In the 
differential diagnosis condyloma, ichorous myoma, 
and tertiary syphilis must be considered. The 
abundant lymphatic channels and the loose connec- 
tive tissue beneath the thin wall of the vagina favor 
the spread of the condition. 

The author reviews various methods of operation, 
and discusses also roentgen-ray and radium treat- 
ment. He favors a combination of operation and 
irradiation. ‘To counteract the anemia following 
the use of intensive deep radiotherapy Engelkens 
gives injections of sodium cacodylate. In some 
clinics a transfusion of % liter of blood is given. 
On the basis of photomicrographs of a case, Engel- 
kens discusses the influence of the roentgen rays on 
the tissue cells. In this instance there was a relapse 
which he attributed to deeply situated cells not 
reached by the rays. Tr (Z). 


Steuding, O.: Vaginoplasty (Beitrag zur Vagino- 
plastik). Zentralbl. f. Gynaek., 1922, xlvi, 61. 


The vagina may be constructed from the small 
intestine according to the Baldwin-Bori-Haberlich 
method, or from the rectum according to the method 
of Schubert. 
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In addition to its numerous other disadvantages, 
the first procedure has a high primary mortality. 
To the earlier cases reported by Schubert, Steuding 
adds a new case operated on by Schubert. The 
patient was a 17-year-old girl. A hymen, a small 
and a normal sized ovary, and a rudimentary uterus 
were present but there was no vagina. The vagino- 
plasty undertaken was complicated because of 
difficulty in mobilizing the rectum and drawing it 
down. From the tissue above the external anal 
sphincter and the fibers of the levator ani a wedge- 
like septum was constructed between the vagina 
and the rectum, and in order to prevent incontinence 
that portion of the sphincter which lay toward the 
vagina was gathered up in a button-hole suture. A 
good result was obtained. 

By examination of the literature relative to this 
subject, by research, and by communication by 
letter it has been ascertained that in the forty-seven 
cases operated upon by Schubert’s method there 
was no death and only a single case in which a 
second operation was necessary. On the other hand, 
in forty-nine cases operated upon by the small- 
intestine method there were ten deaths, a mortality 
of 21 per cent. Stmon (Z). 


MISCELLANEOUS 


Wynne, H. M. N.: Urethral Stricture in the Fe- 
male. Surg., Gynec. & Obst., 1922, xxxiv, 208. 


Stricture of the urethra is much less frequent in 
the female than in the male. Meisel’s studies showed 
that in Vienna clinics there were 378 strictures of 
the male urethra to one in the female urethra. 

On physiological distention the normal female 
urethra is 3.5 cm. in length and 7.5 mm. in diameter 
and has a spindle-shaped dilatation in the central 
portion. The meatus is usually the narrowest por- 
tion. Child-bearing apparently has no effect upon 
the caliber of the urethra. Posteriorly at the 
meatus there is a small papilla, on the lateral and 
posterior portion of which are the minute orifices 
of Skene’s glands. The lining of the urethra is 
stratified squamous epithelium except near the 
bladder, where it is of the transitional type. 

Strictures may be located in any portion, but the 
most common sites are the external meatus and the 
anterior portion. The great majority of strictures 
are single, but multiple strictures have been report- 
ed. Strictures are classified as inflammatory, 
neoplastic, congenital, senile, and those of unknown 
etiology. Traumatic strictures are due to cicatricial 
tissue resulting from tears of childbirth, accidental 
injuries, erosion caused by strong caustics, etc. 
Inflammatory strictures follow gonorrhcea, syphilis, 
tuberculosis, chancroids, and diphtheria. Gonor- 
rhoea is by far the most common cause. Most new 
growths are carcinomata; sarcoma is rare. Polyps 
and fibrous and vascular tumors are occasionally 
seen. Compression of the urethra by an external 
growth is probably more common than true stricture. 
Congenital stenosis is rare; when found it is usually 














situated at the internal sphincter or in the posterior 
third of the urethra. A general thickening of the 
urethrovaginal tissue, considered a hyperplasia, 
which is found in women over 50 years of age, is 
called by Herman “senile stricture.” Kelly men- 
tions extreme contraction without assignable cause. 

The symptoms of urethral stricture are usually a 
gradual decrease in the size of the urinary stream, 
increased time required for voiding, and dysuria. 
Occasionally acute retention may be the initial 
symptom. Others are strangury, pollakiuria, ischu- 
ria, nocturia, nycturia, tenesmus, and dribbling. 
The condition is often mistaken for cystitis. The 
diagnosis is made by examination with sounds or, 
preferably, olive-tipped or bulbed bougies. In 
certain cases the strictured areas can be felt through 
the vagina. The endoscope is necessary for a com- 
plete examination. 

The treatment is gradual dilatation with sounds, 
bougies, or Hegar dilators over a considerable period 
of time. This treatment is given after a local 
anesthetic has been applied to the mucous mem- 
brane. The instruments must be well lubricated, 
and the largest instrument passed at any sitting 
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should be left in place for ten to fifteen minutes. 
The size of the dilators used is determined each time 
by the degree of pain caused. At first, daily treat- 
ments should be given, but later the intervals may 
be increased. The treatments should be continued 
over a period of several months. Some cases have 
been treated by rapid dilatation under general 
anesthesia. 

Internal and external urethrotomies and resec- 
tion of the scar followed by longitudinal suture have 
been done. Electrolysis is thought to be useless. 
Kelly suggests the employment of radium but has 
had no opportunity to test its value. If the lesion is 
due to vaginal bands or scars that can be resected 
with longitudinal suture of the wound, cure is 
assured. Cure can usually be obtained also by 
repeated dilatations. Chronic retention followed by 
dilatation and hypertrophy of the bladder with 
hydro-ureters and hydronephrosis ends in pyelo- 
nephrosis. 

In a series of forty-two cases, cure was reported in 
twenty-eight and improvement or relief of symptoms 
in ten. In four there was no benefit. 

CLayTon F. ANDREws, M.D. 




















PREGNANCY AND ITS COMPLICATIONS 


Novak, E.: Uterine Pregnancy. J. Am. M. Ass., 
1922, Ixxviii, 643. 

In ro1g Cullen called attention to a bluish dis- 
coloration of the umbilicus as a diagnostic sign of 
ruptured intra-uterine pregnancy. Novak reports two 
cases showing this sign, in both of which the diagnosis 
was confirmed when the abdomen was opened. 

The explanation of the discoloration of the 
umbilicus in cases of extensive intraperitoneal 
hemorrhage lies probably in the lymphatics of the 
umbilical region. Ransohoff in 1905 reported a 
case of localized jaundice of the umbilicus. He was 
inclined to the belief that the phenomenon is due 
to simple inhibition, but in Novak’s opinion it is 
more probable that the bile pigments are deposited 
in the skin after absorption by the lymphatics. 

The different hues are due unquestionably to the 
different degrees of oxidation of the deposited blood 
pigments, as in the ordinary bruise. 

The recognition of severe intra-abdominal hemor- 
rhage is simple enough unless the hemorrhage 
causes a comparatively slight general effect, when 
it may become difficult. The demonstration of 
Cullen’s sign in such cases will be of considerable 
value in the diagnosis. C. H. Davis, M.D. 


Wallis, R. L. M., and Williams, H. G. E.: An 
Experimental Investigation of the Corpus 
Luteum in Its Relation to the Toxzemias of 
Pregnancy. Lazicel, 1922, ccii, 784. 


Because of the great divergence of opinion regard- 
ing the etiology of eclampsia and the fact that no 
one theory explains all the findings, the authors 
experimented on rabbits with fresh extracts from 
fresh corpora lutea of the pig and the human being. 
The solutions used contained no cholesterol, choline, 
histamine, tyramine, or protein. 

This material injected into rabbits in repeated sub- 
lethal doses produced lesions similar to those found 
in the kidneys of women dying of eclampsia. The 
authors therefore draw the following conclusions: 

1. From the corpus luteum a chemical compound 
has been isolated which produces in animals necro- 
sis and other changes very similar to those found 
in the toxemias of pregnancy. 

2. This substance is not present in the placenta 
nor in the hydatidiform mole. 

3. The over-production of this toxic substance is 
the cause of the toxemias of pregnancy. 

4. The results of these investigations throw light 
upon the relationship between the activity of the 
corpus luteum and many of the clinical manifesta- 
tions of pregnancy, and form the basis for a new test 
of gestation. R. E. Curistie, M.D. 
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The Treatment of Placenta Previa by 
Abdominal Hysterotomy (A propos du traite- 


Brouha: 


ment du placenta previa par _ l’hystérotomi: 
abdominale). Gynéc. et obst., 1922, v, 198. 


In Belgium, placenta previa has been treated 
surgically for some time, and since 1913 Fraipont 
has treated certain cases of low insertion of the 
placenta by abdominal hysterotomy which pre- 
vents hemorrhage and foetal asphyxia and the risk 
of infection of the mother associated with obstet- 
rical manceuvres. Not all cases of low insertion 
call for surgical treatment but there are those in 
which the older methods are difficult and their 
results are doubtful; these are cases in which an 
alarming hemorrhage occurs, the cervix is still 
long and closed, and exploration demonstrates a 
central or marginal insertion. Under such circum- 
stances hysterotomy appears indicated. 

The duration of the pregnancy, the site of the 
placenta, the patient’s general condition, and the 
amount and frequency of the hemorrhage are the 
factors on which the decision between obstetrical 
and surgical treatment before or at the beginning of 
labor must be based. It is essential that the woman 
be cared for in a properly equipped clinic and be 
kept under observation as it is only under such 
conditions that the indications for one or the 
other method can be determined exactly. Even if 
obstetrical delivery is a little less dangerous for 
the mother—which is not true in difficult cases— 
this fact does not counterbalance the safety of 
hysterotomy for the child. 

Of eleven women upon whom the author per- 
formed cesarean section, six were primipare, four 
were operated upon before the onset of labor, and 
seven were operated upon just at the beginning of 
labor. In one case the pregnancy was only seven 
months old; all the others were at or near term. In 
one case, complicated by a fibroma, the cesarean 
section was followed by hysterectomy. Ten women 
recovered. One patient, a primipara aged 34 years, 
died four hours after operation from profound 
anzmia due to a severe hemorrhage which occurred 
at about the time of labor. Her child lived. Two 
infants died within a few hours following operation 
without other symptoms than those due to progres- 
sive weakening. W. A. BRENNAN. 


Vogt, W. H.: The Interruption of Pregnancy at 
Term, with a Consideration of the Methods of 
Estimating the Maturity of the Foetus in 
Utero. South. M. J., 1922, xv, 290. 


For a long time we have attempted to make labor 
easier for the mother, but in the careful observation 
of the mother we have only too often overlooked the 
foetus and as a result the number of foetal deaths has 


























increased. As a rule the cause of death is asphyxia. 
According to Schultze, this is due to the oxygen 
starvation which begins in the foetal blood at the 
rupture of the membranes, the retention of carbon 
dioxide being increaséd. 

Veit found that in labors lasting two hours the 
incidence of asphyxia was 18.35 per cent, and in 
those lasting four hours it was 49.65 per cent. 

Obstetricians realize that it is of little value to 
know that the pelvis of a woman is normal in all 
of its measurements if the size of the child is un- 
known. 

Von Winckel claims that over 70 per cent of in- 
fants weighing more than 8 lbs. are over-mature, 
and that the continued overgrowth of the foetus in- 
creases the danger to both the mother and the 
child. 

The estimation of the maturity of the foetus can 
be done much more reliably and more scientifically 
than by computing from the date of the last men- 
strual flow. To determine the size of the infant 
in the uterus the Ahlfeld, McDonald, and Perret 
methods are of value. 

The Ahlfeld method is based upon the fact that the 
foetus at full term measures 50 cm. This measure- 
ment is taken by placing one end of the calipers 
against the upper and middle of the symphysis and 
the other end against the breech of the foetus. The 
reading is multiplied by 2, and 2 cm. are subtracted 
for the thickness of the abdominal wall. 

The McDonald measurement is based upon the 
fact that the uterus grows on an average 3.5 cm. 
each month of gestation. This measurement is 
taken by passing a tape from the top and middle of 
the symphysis to the top of the fundus. The figure 
obtained divided by 3.5 gives the month of the preg- 
nancy. 

The Perret method consists of measuring the foetal 
head from the occiput to the frontal bone. To ob- 
tain the bi-parietal measurements Perret deducts 
2.5 cm. from the occipito-frontal diameter. This 
measurement cannot be obtained if the head is fixed 
in the inlet. C. H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Williamson, A. C.: The Premature Separation of 
the Normally Implanted Placenta. Am. J. Obst. 
& Gynec., 1922, iii, 385. 

The premature separation of the normally im- 
planted placenta is more frequent than is generally 
believed. 

Complete separation of the placenta is a grave 
condition calling for skill and good judgment on the 
part of the obstetrician. 

Etiologically classified, there seem to be two main 
groups of cases: (1) a small indefinite group which 
may be called the “traumatic group”; and (2) the 
‘toxic group,” so named because the patient usually 
shows moderate or severe toxemia. 

Mild toxemias may act slowly and cause partial 
or almost entire separation of the placenta. In 
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such cases the placenta shows more or less infarction 
which apparently is due to attempted connective 
tissue repair of the end vessels following the irri- 
tation produced by the toxins. 

Abruptio placente or placental apoplexy shows 
the same process but in this condition it is much 
more marked. The process is fulminating because 
the toxin is formed rapidly. Its action may be com- 
pared to that of snake venom or the toxins of violent 
septicemias. There is apparently a corrosive action 
on the endothelial blood vessels, the coagulability 
of the blood is disturbed, and hemorrhages are still 
further favored by a sudden rise in the blood pres- 
sure. Hemorrhages occur not only in the uterus but 
also in all other organs containing vessels of the 
endothelial type. 

If the disturbance is only moderate the treat- 
ment is expectant, but if the condition is at all seri- 
ous the patient should be delivered promptly. A 
method of delivery should be chosen which seems to 
offer the patient the greatest security. Cesarean 
section is usually given the preference in fulminating 
cases in which an unresponsive uterus is suspected 
because it is a quick method of delivery, gives more 
information regarding the prognosis, and permits 
hysterectomy if necessary. E. L. Cornett, M.D. 


Corbin, F.G.: Acute Pulmonary (Edema in Labor. 
Surg., Gynec. & Obst., 1922, xxxiv, 517. 

Among the causes of acute pulmonary cedema in 
the absence of renal, hepatic, cardiac, and infectious 
disease, or drug intoxication, Albert cites “purely 
mechanical causes.” 

Corbin attributes it to a spasm of the right or the 
left ventricle, because in the case reported in this 
article the injection of morphine effected a cure. 
In the treatment it is necessary to take only two 
causes into consideration: intoxication and heart 
trouble. 

Cases of cedema due to an intoxication should 
not be treated by morphine; bleeding with replace- 
ment by physiological serum is indicated. Those 
due to cardiac spasm should be given morphine; 
the use of strychnin would be illogical. 

The patient whose case is reported became preg- 
nant again, and again suffered attacks of oedema, 
the latter finally causing death. The author presents 
the complete history of her last pregnancy. 

C. H. Davis, M.D. 


Gamble, T. O.: A Clinical and Anatomical Study 
of Fifty-One Cases of Repeated Czsarean 
Section, with Especial Reference to the Heal- 
ing of the Cicatrix and to the Occurrence of 
Rupture through It. Bull. Johns Hopkins Hosp., 
1922, XXXiii, 93. 


This article is based upon the study of sixty-three 
pregnancies of fifty-one women who had previously 
been subjected to cesarean section. Fifty-five of 
the pregnancies followed a single cesarean section, 
and in eight cases there were two operations. The 
manner in which the pregnancies were terminated 
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was as follows: a second or third c#sarean section 
in forty-five cases; vaginal delivery in seventeen 
cases; and rupture of the old casarean scar in one 
case. 

The author reaches the following conclusions: 

1. The weak cesarean scar may be due to a 
single factor or to a combination of factors, the 
most important of which is infection. 

2. An afebrile puerperium does not give ab- 
' solute assurance of perfect wound healing. 

3. Perfection of the technique of suturing the 
uterine incision will undoubtedly lessen the inci- 
dence of weak scars. 

4. Chromic catgut has proved to be a satisfac- 
tory suture material. 

5. If possible, the uterine wound should not be 
closed until firm contraction of the musculature has 
occurred. 

6. As a rule foetal elements do not invade the 
uterine scar. 

7. Adhesions following cesarean section are 
common. They are not necessarily due to coexist- 
ing infection and may not give rise to serious 
complications at subsequent operations. 

8. The dictum “once a ca@sarean, always a 
casarean’’ cannot be accepted without reservation. 

o. A patient who has once been subjected to a 
cesarean section should enter the hospital several 
weeks prior to the expected date of confinement so 
that she may have the benefit of immediate opera- 
tion if rupture occurs. E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Doederlein, A.: The Treatment of Puerperal Fever 
(Ueber die Behandlung des Puerperalfiebers). 
Deutsche med. Wchnschr., 1922, xlviii, 22. 


Puerperal fever is seldom caused by intoxication 
due to the retention of portions of the placenta, but 
is almost always due to the entrance of pyogenic 
organisms during labor, in particular the streptococ- 
cus and, less frequently, the staphylococcus or 
pneumococcus. The earliest symptom is a rise of 
temperature, which frequently is slight, on the third 
or fourth day after delivery. Therefore a careful 
record of the temperature during the puerperium 
is of great importance. 

As treatment, Doederlein recommends a careful 
flushing of the uterine cavity with some preparation 
of iodine. Poisonous substances such as bichloride 
of mercury or carbolic acid or their preparations 
should never be used. The patient’s bed should be 
inclined, the cervix carefully brought into position 
with the aid of a valved speculum, and secretion 
from the cervix obtained for bacteriological examin- 
ation by means of a lochial tube. Any shreds of 
foetal membrane present should be removed with a 
pincette or dressing forceps and one liter of the 
iodine solution injected into the uterus without pres- 
sure through a large double-bore catheter carefully 
introduced into the os. All mechanical inter- 
ference, such as curettage, is to be avoided. 
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This treatment is frequently successful in bring 
ing down the temperature; a single flushing will 
sometimes reduce it on the following day. If 
streptococci are found in the lochia and the fever 
persists or rises in spite of this treatment, th 
author uses colloid and protein preparations. 
Antipyretics also have a favorable effect. When 
possible, parametric abscesses should be opened from 
the vagina or from above the pelvis, according to 
their position. Extensive operations, such as 
hysterectomy, are contra-indicated in cases oi 
streptococcus infection, but in other cases may be 
done with good results. In thrombophlebitis the 
ligation of veins may save life, but the correct 
choice of cases, of the time for the procedure, and, 
above all, of the technique, is very difficult. In a 
suppurative peritonitis the evacuation of pus 
from the abdomen is absolutely necessary; for this, 
a posterior colpoceeliotomy is excellent as it results 
in cure in 72.6 per cent of the cases. Doederlein 
often performed colpocceliotomy for diagnosis be 
cause it constitutes only slight surgical interference. 
The posterior vault of the vagina is opened in a 
longitudinal direction and the peritoneum is pene- 
trated with dressing forceps. If pus is present a 
drain is inserted through this opening, and if pus is 
not found the wound is closed by one or two stitches. 

Stmon (Z). 


Courbin J.: The Indications for Immediate 
Hysterectomy in Puerperal Infection (Les 
indications de lhystérectomie d’urgence dans |’in- 
fection puerpérale). Rev. frang. de gynec. et d'obst., 
1922, XVii, 150. 

The indications for hysterectomy in puerperal 
infections are reduced by the author to two types of 
cases: 

1. Cases of severe isolated lesions of the uterus, 
perforation gangrene, and multiple abscesses. 

2. Cases of toxic puerperal peritonitis before the 
period of diffusion. 

In cases of suppurative peritonitis only drainage 
can be done; hysterectomy is contra-indicated. 

In the two types of cases mentioned operation 
must be performed early or not at all. Courbin does 
not find that laboratory examinations of the lochia 
or blood cultures are of much value; dependence 
must be placed on the clinical findings. Factors of 
value in the prognosis are: fever, the pulse, chills, 
the duration of the period of incubation, retention 
of the placenta, the facies, the character of the dis- 
charges, the condition of the uterus, the arterial ten 
sion, and Delbet’s sign (abdominal immobility dur- 
ing respiratory movements). 

When the lesion is confined to the uterine muscle 
the operative indication is given by the symptomatic 
triad of toxic facies, uterine muscle softness, and 
black and foetid discharges or the absence of a dis- 
charge. In cases of puerperal septic peritonitis the 
operative indication is given by the symptomatic 
triad of toxic facies, uterine muscle softness, and 
Delbet’s sign. 


















Thrombophlebitis of the broad ligament is some- 
times observed as a complication of severe lesions 
of the uterine muscle and under such circumstances 
is lost in the general clinical picture; it will compli- 
cate the operation and diminish its chances of suc- 
cess. Fortunately this condition is rare. In the 
majority of cases in which it occurs it is secondary 
to the septic parenchymatous metritis and does not 
cause toxic facies, being masked by the general pic- 
ture of severe infection. Because of the considerable 
congestion and oedema due to the condition, liga- 
tion of the hypogastric vein is very difficult. 

W. A. BRENNAN. 


NEW-BORN 


Reed, C. B.: The Post-Mature Child. South. M.J., 
1922, xv, 286. 

Maturity may be defined provisionally as that 
state or degree of development which enables the 
foetus to withstand easily the perils and aggressions 
of extra-uterine life. Mature babes measure from 48 
to 53 cm. in length and weigh from 5 to 9 lbs.; the 
bi-parietal diameter of the head is 8.5 to 10 cm. and 
the occipito-frontal diameter is 10 to 12 cm. 

The post-mature child is one which has attained 
overgrowth through detention in the uterus after 
it has become mature. Overgrowth of the child sub- 
jects the mother to prolonged labor and extensive 
laceration of the soft parts. The child, on the other 
hand, is endangered by the relative shrinkage in the 
bloed supply, and exposed to strangulation at the 
vulva and prolonged cerebral compression. The tun- 
usual size of the child does not mean a better inheri- 
tance as the extra weight is rapidly lost. 

The author does not claim that all babies of 9 
lbs. or more are post-mature, but states that, ac- 
cording to von Winckel, 74.8 per cent have passed 
the estimated dates of their maturity. The human 
female requires about 275 days for gestation, the 
upper and lower limits being 321 and 268 days. 
According to Paevin, pregnancy is unduly prolonged 
in one of fourteen cases. 

It is now possible to measure the length and the 
size of the child and the diameter of the head with 
more certainty than we can measure the pelvis. 
The diagnosis of foetal maturity will rest upon meas- 
urements made by the McDonald, Perret, and 
Ahlfeld methods, all highly dependable. 

To determine the length of the babe by Ahlfeld’s 
procedure one tip of the pelvimeter is placed upon 
the upper pole of the child and the other upon the 
upper border of the symphysis. From the reading 
thus obtained 2 cm. are deducted to allow for the 
thickness of the abdominal wall. The result is then 
multiplied by 2. In the author’s experience the 
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postpartum figures tallied exactly with the ante- 
partum estimate in 37 per cent of the cases. 

McDonald found that a mature foetus requires a 
uterus whose fundus extends 35 cm. above the upper 
border of the symphysis. This measurement is 
taken with a tape along the convexity of the ab- 
domen to a point even with, but not extending down 
into, the depression above the fundus. To deter- 
mine the month of pregnancy, McDonald divides 
the height of the fundus obtained in centimeters 
by 3.5. 

The diameters of the foetal head are obtained by 
Perret’s manceuvre. The occipito-frontal is meas- 
ured as it lies more or less transversely across the 
inlet, without any allowance for the thickness of the 
abdominal walls. If the occipito-frontal measures 
12 cm., for instance, 2.5 cm. are deducted to obtain 
the bi-parietal diameter; from 11.5 cm., 2.25 cm. are 
deducted; from 11.25 cm., 2 cm.; and from 10.0 
to 11.0 cm., 1.5 cm. 

The tests are fallacious and unsatisfactory in 
cases of hydramnios and extreme obesity, but on the 
other hand twins and lightening can often be recog- 
nized by means of the tape. C. H. Davis, M.D. 


MISCELLANEOUS 


Williams, J.'T.: Normal Variations in the Type of 
the Female Pelvis and Their Obstetrical Sig- 
nificance. Am. J. Obst. & Gynec., 1922, iii, 345. 

There are two distinct and easily recognizable 
types of normal female pelvis which for purposes 
of designation may be called the “feminine” and 
the ‘“‘muscular”’ types. 

The first, or “feminine type,’”’ presents external 
measurements closely approximating the 20, 25, 28 
cm. of the textbooks, thin bones, and a wide outlet. 

The second, or “muscular type,” is characterized 
by large external measurements, but a narrow outlet 
and an angular pubic arch. The bones are as a rule 
heavier. The os pubis is thicker and more horizontal, 
and the pelvic inclination increased. The muscles 
and fascie are firmer than those in the first type of 
pelvis. 

Although both these types must be considered 
normal, the ‘‘feminine type ’”’ is much more favorable 
for labor. In the “‘muscular type” premature 
rupture of the membranes occurs in nearly 40 per 
cent, and posterior positions of the occiput are 
more common. In spite of the larger external 
measurements of the pelvis of the muscular type, 
cesarean section is necessary) in fa greater per- 
centage of the cases as the horizontal os pubis and 
the greater pelvic inclination interfere with both the 
normal mechanism of labor and operative interven- 
tion. E. L. Corneti, M.D. 




















ADRENAL, KIDNEY, AND URETER 


Petrén, G.: The Clinical Significance of Accessory 
Renal Vessels (Beitraege zur Frage von der 
klinischen Bedeutung der akzessorischen Nieren- 
gefaesse). Upsala Lackaref. Foerh., 1921, xxvi, 37. 


In the surgical clinic of Upsala, Petrén operated 
on three cases in which accessory renal vessels were 
clearly the cause of renal disease. In a fourth case 
in which an abnormal renal vessel was found its 
relation to the disease could not be determined. This 
was the case of a woman of 60 years who, on the day 
preceding her admission to the hospital, developed 
symptoms of severe pyelitis. A tender renal tumor 
was palpable on the right side. Repeated rigors then 
developed so that on ‘the third day surgical treat- 
ment was indicated to save life. 

At operation the renal pelvis was found to be 
dilated, greatly inflamed, and filled with a thin fluid. 
There came to view also an abnormal renal vessel 
to which attention was attracted by a severe 
hemorrhage. In the tissues altered by inflammation, 
however, it was impossible to determine the relation 
of the torn vessel to the ureter and pelvis of the 
kidney. Petrén regarded the abnormal vessel as 
the cause of the dilatation of the pelvis of the kidney. 
The patient recovered. 

The second case was that of a 6-year-old girl who, 
nine days before her entrance into the hospital, 
suffered an acute attack of pain in the right side 
of the abdomen, associated with high fever and 
sensitive resistance to the right of the umbilicus. 
A diagnosis of abscess of the appendix was made and 
a laparotomy was performed. Operation showed 
the condition to be a retroperitoneal process. In the 
course of further treatment the diagnosis was 
changed to intermittent pyonephrosis of the right 
side. Operation disclosed a large hydronephrosis 
with infection. The emptying of the pelvis of the 
kidney was hindered by an abnormal renal vessel 
which extended from behind the ureter to the an- 
terior border of the inferior pole of the kidney, and 
by the formation of a spur 3 to 4 cm. higher up at 
the exit of the ureter from the pelvis of the kidney. 
The hydronephrosis had so greatly altered the 
kidney that nephrectomy seemed necessary. 

The third case was that of a woman of 48 years 
who for over a year had suffered from repeated 
attacks of pyelitis on the right side and had had 
a fresh attack four days previous to her entrance 
to the hospital. Besides other pyelographic indica- 
tions there was a marked dilatation of the right 
pelvis into which 45 c.cm. of a 5 per cent solution of 
potassium iodide could be injected without causing 
discomfort. The probable diagnosis was early 


hydronephrosis based upon an abnormal renal 
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vessel. Operation revealed the cause of the dilata- 
tion to be a vascular cord consisting of an accessory 
artery and an accessory vein which crossed the 
anterior portion of the renal pelvis and entered the 
inferior pole of the kidney. The vascular cord was 
ligated and excised. Nine months after the opera- 
tion the patient was still free from attacks of pain 
and all symptoms of pyelitis. 

The fourth case was that of a man of 24 years 
who for ten months had had repeated attacks of pain 
in the right side of the abdomen. During the 
two and one-half weeks he was under observation in 
the clinic before operation he had six attacks. In 
one of these the right kidney became enlarged, 
firmer, and very tender. With this exception no 
method of examination gave any positive findings. 
A diagnosis of hydronephrosis was made. Operation 
revealed a dilatation of the pelvis of the kidney due 
to an accessory vascular cord consisting of two 
vessels which lay close together, crossing in front of 
the ureter directly at its exit from the pelvis of the 
kidney and entering the kidney at its inferior pole. 
The vascular cord was ligated and excised. At 
first the patient was entirely relieved of his pain, 
but three and one-half months later the attacks 
recurred. Fourteen months after the operation, 
the pelvis of the right kidney was found to be still 
considerably enlarged and the X-ray revealed a 
small kidney stone. The author is of the opinion 
that the renewed attacks of pain were caused not so 
much by the dilatation of the pelvis as by the stone 
as they were very sudden and colicky. 

Petrén discusses the frequency and the anatomical 
relations of accessory renal vessels and reviews 
briefly the more important results of research re- 
garding them. The essential clinical importance of 
accessory renal vessels lies in the fact that under 
certain circumstances they obstruct the passage of 
the urine from the renal pelvis and thereby cause 
dilatation. 

The relationship between abnormal renal vessels 
and hydronephrosis was long a disputed question. 
Rokitansky was the first to suggest such a relation. 
The author states that the presence of abnormal 
renal vessels should be suspected in any case in 
which there are recurrent attacks of pain of the 
renal colic type or repeated attacks of pyelitis 
and in which the X-ray shows no stone, the ureter 
allows catheterization, and the pyelograph shows 
dilatation of the pelvis of the kidney; also when 
there has been no history of urinary disturbances, 
subjective urinary discomfort, or demonstrable 
alteration in the urine. As soon as the diagnosis 
of hydronephrosis due to accessory renal vessels is 
made or this condition is merely suspected, explora- 
tory nephrotomy is indicated. Dencks (Z). 


























Foote, O. C.: Pyelonephritis—a Critical Review of 
100 Cases. California State J. M , 1922, xx, 131. 


The author states that pyelonephritis occurs 
more frequently in females than in males because of 
pregnancy and gynecological operations. Gyne- 
cological procedures should be preceded by the 
administration of urinary antiseptics, and this should 
be continued during convalescence. 

Pyelonephritis is extremely common in childhood, 
and less frequent during youth, but may develop at 
any time of life. In the large majority of cases 
occurring in children a spontaneous cure results. 
When this does not occur the subject’s resistance 
is so lowered that he is rendered susceptible to other 
infections which may prove fatal. Such cases should 
be treated by pelvic lavage. There is no difference 
between the right and the left kidney in the incidence 
of infection. 

Pyelonephritis is most often manifested by bladder 
disturbances alone, but may be accompanied by 
abdominal pain and when associated with acute in- 
fection may be extremely difficult to differentiate 
from urinary infection associated with appendici- 
tis. Not all cases show pus in the urine. Direct 
slide smears are of more value than cultures. Cer- 
tain organisms infecting the urinary tract other than 
the tubercle bacillus will not grow on ordinary 
media. It is not the function of the kidney to excrete 
bacteria; their presence in the urine is evidence of a 
pathologic process in the kidney. Chronic nephritis 
associated with infection of the kidney is not uncom- 
mon. The presence of large amounts of albumin in 
these cases has led in some instances to exhaustive 
studies of other portions of the body for foci of infec- 
tion, the kidney itself being entirely neglected. 

Persistent cases of pyelonephritis in which 
urinary stasis is absent may have as their cause 
gastro-intestinal stasis. Pyelograms should be 
made in cases of persistent pyelonephritis to demon- 
strate the absence or presence of ureteral stricture. 

Louis Gross, M.D. 


Buerger, L.: The Non-Operative Treatment of 
Ureteral Calculus. Med: Rec., 1922, ci, 525. 


Non-operative treatment for the removal of 
ureteral calculi should be begun as soon as the diag- 
nosis is made. Cystoscopic intervention is advis- 
able in almost all cases of ureteral stone within a short 
period after the stone has found lodgment in the 
ureter. Buerger does not accept the dictum that 
calculi from 1 to 2 cm. in diameter are often expelled 
spontaneously; this generalization, he believes, is 
fraught with considerable danger. In many such 
instances in which operation has been done an 
early attempt at cystoscopic removal might have 
hastened the expulsion of the stone. 

However slight the distention following obstruc- 
tion due to stone, certain permanent lesions are 
produced. In _ discussing hydronephrosis and 
hydro-ureter, the author states that in his experi- 
ence kidney or lumbar pain produced by ureteral 
stone is due, not to the damage or trauma in the 
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ureter caused by the stone itself, but to distention 
of the kidney by backed-up urine. Such a compli- 
cation can be quickly overcome if the obstruction 
can be passed with a catheter so that the retained 
urine may be drained off. 

The necessity for active interference in the pres- 
ence of ureteral stone is based on the following facts: 
(1) small stones arrested in the ureter may produce 
dilatation of the kidney pelvis, secondary infection, 
and destruction of the kidney; (2) even the very 
smallest stones may produce complete obstruction; 
(3) by the passage of one or more ureteral catheters 
or bougies, drainage may be established and the 
progress of a stone through the ureter may be 
hastened; (4) even large stones 1 cm. or more in di- 
ameter may be removed by the use of catheters and 
bougies; (5) the introduction of ureteral catheters 
prevents complications; (6) the emptying of the 
distended renal pelvis relieves the symptoms imme- 
diately. 

Complications which may develop if a stone is 
allowed to remain in the ureter are: (1) marked 
hydronephrosis with secondary infection; (2) in- 
fection of the non-hydronephrotic kidney; (3) 
rupture of the hydronephrosis or pyonephrosis; 
(4) perinephritic abscesses; (5) dilatation of the 
ureter; (6) sclerosis and stricture of the ureter; 
(7) secondary stone formation in a dilated ureter or 
the ureter above a stricture; (8) peri-ureteritis and 
peri-ureteral abscess with or without ureteral per- 
foration. 

For the removal of stones in the lower pelvic 
ureter Buerger finds necessary a cystoscope, ordin- 
ary ureteral catheters, Garceau catheters, and 
olivary metal-tipped bougies. Manipulation is 
carried on with an olive-tipped catheter until the 
obstruction is overcome. The retained urine 
having been drawn off by the first catheter, the 
latter is allowed to remain for an hour before a 
second catheter is passed. A solution of silver ni- 
trate may be introduced through the permanent 
catheter to combat infection. If possible, a second 
attempt to dilate the ureter and remove the stone 
should be made after an interval of one week. 
Catheters of varying size or two catheters of size 
No. 6 may be used. When it is impossible to pass 
the second catheter, olive oil or glycerine may be 
employed as a lubricant. Occasionally adrenalin or 
novocaine in oil will overcome the spasm. At each 
manipulation both catheters should be withdrawn at 
the same time. 

The author describes a chemical process whereby 
the catheters may become agglutinated to the stone. 
He is of the opinion, however, that the downward 
course of the stone during manipulation is due 
chiefly to friction. By the method described the 
stone may be entirely removed from the ureter, 
moved an inch or more, or broken into smaller 
pieces. When infection is present, operation may 
be necessary at once, but Buerger believes that if 
the ureter is repeatedly drained and treated with 
silver nitrate the infection will be overcome. When 
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the obstruction is not passable, olive oil or glycerine 
is introduced up to the stone. The lower ureter is 
dilated by introducing a number of catheters, one 
under the other so that the ureter is dilated by 
their wedging action. Usually treatment should be 
given about once a week but this may vary accord- 
ing to the findings. 

In cases of stone in the intramural portion of the 
ureter Buerger passes two catheters and attempts 
to make them cross in the ureter and engage the 
ureteral stone simultaneously. After the intro- 
duction of a second catheter, the first one is some- 
what withdrawn and re-introduced. A_ similar 
manceuvre is carried out with the second catheter. 
This procedure is repeated until, by simultaneously 
pulling, both catheters are engaged against the 
ureteral stone and instead of pulling in line with 
the ureter are made to diverge. In this manner the 
ureteral orifice is forcibly dilated. In some instances 
the author has been able to move the stone into the 
bladder. 

The removal of a calculus in the lumbar ureter 
is more difficult. The stone may be pushed back 
into the pelvis of the kidney. The general methods 
already described are used but with even greater 
care. For dilatation the author has devised an 
olivary dilator, the olive-shaped tips of which are 
made of steel and are removable so that various 
sizes may be used. This is employed when the two- 
catheter method fails and when large stones are 
present and have been embedded for a considerable 
period of time. When Buerger finds large stones 
crowded in the intramural portion of the ureter 


he uses special intravesical procedures. The instru- 
ments for this operation are a punch forceps and 
scissors to incise the upper lip of the ureter. 

GrtBert J. THomas, M.D. 


BLADDER, URETHRA, AND PENIS 


Grant, W. W.: Exstrophy of the Bladder. South. 
M. J., 1922, xv, 297. 


The author presents a case of exstrophy of the 
bladder, describes his operation for the relief of this 
condition in detail, giving the credit therefor to 
Bergenhen-Peters, discusses various other proce- 
dures for the relief of the deformity, and closes his 
paper with a summary of his discussion. The case 
reported was that of a man 26 years of age, the 
fourth of six children, all the rest of whom were 
normal and healthy. The patient was 5 ft., 7 in. 
in height. Before operation he weighed 140 lbs. and 
today weighs 150 lbs. Since the age of 7 years he 
had worn gauze pads on the bladder area, changing 
them as soon as they became saturated. The toes 
were considerably everted, and the right testicle 
was undescended. There was complete epispadias, 
the mouths of the seminal ducts being in plain view 
at the base. The exposed bladder mucosa, as large 
as the palm of the hand, was red and vascular. The 
ureteral mouths were situated low down and in nor- 
mal relation to each other. The urine was normal 
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in character and quantity. No prostate was seen. 

At operation, ureteral] catheters No. 8 were anchored 
3 in. within the ureters. The dissection of the bladder 
mucosa, begun at the top, was continued above and 
laterally to within 1% in. of the ureters, a smaller 
margin being left below on account of the proximity 
of the meati and seminal ducts. This dissection was 
difficult and accompanied by a good deal of bleed- 
ing; the deep dissection, however, was easily donc. 
When the dissection had been completed an as- 
sistant pushed the anterior wall forward into the 
field of operation by means of a finger inserted in 
the rectum. A 2-in. longitudinal incision in the 
bowel was then made, the wound held open, and the 
base of the bladder, slightly larger than a silver 
dollar, was turned over and pushed gently into the 
rectum, the catheters being drawn through the 
anus without forcible traction. The ureters were 
vertically placed in the rectal wall, the left above and 
the right below. The author believes the rectum 
and sigmoid are large enough for the new function 
without artificial spreading. The rectal incision was 
closed snugly around the ureters with chromic gut, 
the stitches embracing all the coats of the bowel 
and including a bite in the posterior, now the anterior, 
surface of the bladder wall, but leaving the edges 
of the trigone free in the rectum. 

A rectal tube was used for five days, at the end 
of which time the ureteral catheters were removed. 
After the first day the quantity of urine was normal. 
The author believes the catheters are advantageous 
in preventing soiling of the wound by urine during 
the healing process. The hiatus left by the bladder 
transplant was partially closed at the top by under- 
mining the skin; the deep and lower part of the 
wound was stitched fairly well to the inferior part of 
the incision. On the fifth day a laxative was pre- 
scribed and thereafter a rectal enema of boric acid 
and salt was given two or three times a day. 

Recovery was uneventful. The patient left the 
hospital on the tenth day, but was kept in bed for 
three weeks. For two months thereafter a rectal 
catheter was used during the day in addition to the 
rectal douche to drain the liquid contents of the 
bowel into a rubber urinal. 

Although the ureters have an independent blood 
supply, the author believes the preservation of the 
normal relation between them and the base of the 
bladder gives the former added protection and 
nutritive support following transplantation. Three 
months after the operation the unhealed area at the 
site of the bladder transplant was closed by long 
sliding skin flaps from the lateral walls of the ab- 
domen. The removal of one of these flaps exposed 
the right inguinal canal and revealed the immature 
right testicle. The latter was removed. After ten 
days the patient was able to retain his urine for 
three or four hours, and in three months he was able 
to retain it six hours. He is now doing farm work. 

The author chooses the rectum rather than the 
cecum for the ureteral implantation because it is 
relatively easy, by frequent douches, to keep the 
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rectum comparatively clean, and he regards the 
sigmoid as the chief fecal cloaca. Dividing the 
ureters before they enter the bladder and trans- 
planting them into the sigmoid intraperitoneally 
by the Coffee-Mayo technique may be the operation 
of choice in malignancy and tuberculosis of the 
bladder, but in exstrophy of the bladder the extra- 
peritoneal operation of Bergenhem-Peters modified 
by Moynihan and others should take precedence 
over all others. The Harrison operation in which the 
urinary current is brought out in the back or loins 
improves the patient’s condition little as the chances 
of infection are no better and the area to be kept 
dressed is in a location not as readily accessible 
to the patient as the pubic region. 

The mortality of the Bergenhem extraperito- 
neal operation is 15 per cent while that of the intra- 
peritoneal operation is 28 per cent. Following the 
use of the old methods 50 per cent of the patients 
died before they reached their tenth year of age and 
two thirds died before they reached maturity. 

The conclusions drawn are as follows: 

1. The extraperitoneal implantation of Bergen- 
hem-Peters, modified by transplanting the ureters 
and trigone intact and through one anterior rectal 
incision, is the operation of choice. 

2. The two-stage operation is neither necessary 
nor desirable. 

3. The preservation of the blood supply and the 
ureteral valve action in transplantation of the ure- 
ters and the base of the bladder intact is of distinct 
value for the immediate success of the operation and 
the prevention of ascending infection. It is there- 
fore the method of choice. 

4. In advanced malignancy and _ tuberculosis 
of the bladder, the Coffee-Mayo operation is the 
operation of choice. 

5. The rectal cloaca is ample as a urinary reser- 
voir without operative effort to increase it. 

6. The rectal mucosa becomes almost as tolerant 
of the presence of urine as the normal bladder, and 
the danger of uremia from absorption of urine by the 
bowel is very slight. 

7. Urinary control is essential to any successful 
operation upon the bladder and is effectively and 
satisfactorily obtained in the operation described. 

8. The consensus of surgical opinion is against 
operation for this condition before the fifth year of 
age. C. D. Hotes, M.D. 


Day, R. V.: Foreign Bodies in the Bladder. J. 
Urol., 1922, vii, 243. 


The author reviews the various intravesical 
methods devised to remove foreign bodies from 
the bladder. The instrument he employs most is a 
foreign-body extractor which works like a lithotrite. 
He cites a case in which he used a Buerger cysto- 
scopic snare to remove a broken-off hat pin. The 
flexible cystoscopic forceps he considers too frail 
in most instances. Instead, he employs an alligator 
forceps through a direct-vision cystoscope. 

H. G. Hamer, M.D. 
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Kretschmer, H. L.: Demonstration of Bladder 
Diverticula. Surg.,Gynec. & Obst., 1922, xxxiv, 538. 


Cystoscopy gives information regarding the 
number and location of diverticula but fails to 
reveal their size. Cystography used as an aid to 
cystoscopy may not give the desired information 
because of the position of the diverticulum. The 
passage of shadowgraph catheters into the divertic- 
ulum followed by the injection of an opaque medi- 
um gives more accurate findings. When the latter 
method is combined with air cystography, still 
sharper definition is obtained. 

FRANK Hinman, M.D. 


Kreutzmann, H. A. R.: The Treatment of Hun- 
ner’s Ulcer of the Bladder by Fulguration. 
California State J. M., 1922, xx, 128. 


After discussing the etiology, pathology, and 
symptoms of Hunner’s ulcer, the author states that 
while it is generally agreed that the only treatment 
is excision of the diseased portion of the bladder, 
less dangerous procedures should be given a fair 
trial before operation is attempted. 

The patient whose case is reported was a woman 
46 years of age. In 1914 she was operated upon for 
“tumor,” but no tumor was found, and a second 
operation was performed for fibroid of the uterus 
but no fibroid was found. In the second operation 
the ovaries, tubes, and appendix were removed. 
Shortly afterward bladder pains developed similar 
to those she had previously suffered whenever she 
caught cold. In 1919 the patient was referred to 
Kreutzmann, who made a diagnosis of Hunner’s 
ulcer. Fulguration of the bleeding areas in 1920 
was followed by entire disappearance of the symp- 
toms within one month, and eight months later the 
patient still remained free from pain. 

The author states that the results obtaired by 
fulguration in this case warrants its use before tke 
more severe operation of resection of the bladder is 
attempted. Louis Gross, M.D. 


Young, H. M.: The Use of the High Frequency 
Current in the Treatment of Lesions of the 
Deep Urethra. J. Urol., 1922, vii, 221. 


The author states that in cases of lesions of the 
deep urethra an irrigating instrument with a channel 
for the introduction of the high-frequency electrode 
is essential as by means of this the treatment can 
be applied under control of the eye. The article 
contains an interesting and instructive series of 
drawings which illustrate the method of using the 
fulgurating electrode in many of the lesions of the 
posterior urethra. B. F. Roxzer, M.D. 


Wolbarst, A. L.: Urethroscopic Findings in Func- 
tional Disorders of the ead Tract. 
J. Urol., 1922, vii, 209. 


Wolbarst studied fifty cases in “an attempt to 
find a common factor” or ‘‘to determine whether 
or not certain clinical phenomena of the genito- 
urinary tract are associated with well-defined patho- 
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logic lesions of the deep urethra as seen through the 
urethroscope.”’ The cases were classified in three 
groups according to the predominating symptoms— 
sexual, urethral, and pain. Of the fifty patients, 
twenty-one were examined for impotence and pre- 
mature ejaculation, ten for pain, eight for sterility, 
six for urinary disorders, and five for excessive 
nocturnal emissions. 

Functional disorders of the genito-urinary tract 
are not due necessarily to gonorrhoea; the cause of 
non-specific conditions is generally masturbation 
or coitus interruptus. A careful study of the dis- 
orders of urinary function and those of sexual 
function shows no sharp line of demarcation. In 
every case of functional disturbance the veru- 
montanum and posterior urethra are both involved, 
but chiefly the urethra. 

Of the twenty-one cases of premature ejaculation 
and impotence, practically all showed marked in- 
flammation of the verumontanum and the urethra 
behind it. Of the eight cases of sterility without 
epididymitis all showed inflammatory distortion and 
damage of either the verumontanum or the posterior 
urethra or of both. In the ten cases of pain either 
the verumontanum or the posterior urethra or both 
were seriously involved. In the six cases of fre- 
quency of micturition the urine was hyperacid and 
the verumontanum or posterior urethra showed 
inflammation or cysts. In the five cases of excessive 
nocturnal emissions the verumontanum and the deep 
urethra were markedly involved. The prostate and 
seminal vesicles were also involved in practically all 
of the fifty cases. 

The author states that the term ‘‘sexual neuras- 
thenia” is a misnomer and that every case of func- 
tional disorder of the genito-urinary tract should be 
subjected to thorough examination by the urethro- 
scope. B. F. Rotter, M.D. 


GENITAL ORGANS 


De Vrieze, T. J.: The Results of Ligation of the 
Vas Deferens (Ueber Folgen von Vas-deferens-Un- 
terbindung). Nederl. Tijdschr. v.Geneesk., 1922, lxvi, 
266. 


De Vrieze discusses the effect of ligation of the 
vas deferens upon the testicles and the prostate. 
He concludes that it has not been proved that the 
“interstitial cells” constitute the puberty gland. 
The interstitial cells increase during puberty and 
less decidedly in senility, intoxications, and infectious 
diseases, and following the ligation of the vasa 
deferentia. The latter increase is not physiological 
but occurs at the expense of the spermatogenetic 
cells. Little is known regarding the effect of pros- 
tatectomy upon the vasa deferentia and testicles 
as autopsy findings are not available and the opinions 
on this subject vary considerably; the same is true 
regarding the effect of vasectomy upon the testicles. 

The author gives the autopsy findings in the case 
of a man who died three weeks after ligation of 
the vas deferens. This is the first autopsy report 
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of such a case since the beginning of Steinach’s in- 
vestigations. The clinical cause of death was given 
as cachexia following and due to the vasectomy 
or carcinomatous cachexia. Neither was correct. 
The organs of internal secretion were entirely nor- 
mal and no injurious effect of the vasectomy was 
found. During the three weeks following the opera- 
tion the prostate had not become decreased in size. 
The demonstrable prostatitis the author attributed 
to a retention catheter which caused cystitis. The 
ejaculatory ducts were outside of the prostatic cap- 
sule and entirely patent. Although there had been 
no spermatogenesis for a long time, there was an 
ectasia of the head of the epididymis. From this 
fact the author concludes that the testicle has some 
other external secretion than spermatozoa. Be- 
cause of atrophy of the spermatogenetic tissue, an 
increase of the interstitial cells was not found. It 
was shown also that, because of prostatic hyper- 
trophy with residual urine and urinary stasis, the 
patient had suffered from uremia. The author gives 
various possible explanations for the origin of this 
urinary stasis. The most probable is that there was 
a kinking of the ureter where it crossed the vas 
deferens. The urinary sepsis was not diagnosed 
during life, the condition being interpreted as due 
to an intestinal cancer; if this mistake, which occurs 
very often, had not been made, the vasectomy would 
not have been done and it probably would have been 
possible to prolong the patient’s life by the timely 
use of a retention catheter or a cystotomy followed 
by prostatectomy. (Z). 


Legueu, F.: The New Conception of Prostatic Dis- 
ease (El nuevo concepto de la enfermedad pros- 
tatica). Arch. de med., cirug. y especial., 1922, vii, 5. 


In prostatic disease the volume of the adenoma is 


not in direct proportion to the symptoms. Legueu 
has found that patients with no visible tumefaction 
are quickly relieved of their symptoms by the 
removal of a small amount of tissue which micro- 
scopically, in some cases, has the characteristics of 
an adenomatous growth. In a study of prostatic dis- 
ease in a large series of cases one finds tumors rang- 
ing from 300 to 200 gm. which cause similar symp- 
toms. In seventy-eight of 300 cases Legueu re- 
moved urethro-prostatic tissue weighing less than 
15 gm. These cases he classifies into three groups 
as follows: 

Group 1. Cases in which the tissue proved on 
microscopic examination to be a very small adeno- 
ma, so small that a careful physical examination 
could not detect its presence. This happened in the 
following case: A patient, 48 years old, experienced 
urinary retention first in August, 1916. The attack 
lasted one month. A second attack of about the 
same length occurred in February, 1917. A third 
attack, in July, 1917, lasted until October, 1917, 
when the patient was operated upon. The pros- 
tate was found slightly increased in volume; there 
was no stricture. Cystoscopy had not revealed any 
prostatic enlargement. The urethra was quite wide. 
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From deep in the prostatic tissue two small adeno- 
mata, having a total weight of 9 gm., were removed. 
The patient made a quick and complete recovery. 

Group 2. Cases in which an adenoma could not 
be detected microscopically. The tissue is mixed 
with the hypertrophied muscular stroma. A man, 
55 years old, complained of constant polyuria during 
the last year. For the previous two weeks he had 
had complete retention. Examination showed a 
distended bladder. Digital examination revealed a 
very small prostate. At operation 4 gm. of pros- 
tatic tissue were removed. Microscopic examina- 
tion showed this to consist of a number of small 
adenomata. 

Group 3. Cases in which no tumor was found 
even by microscopic examination. A characteristic 
case was that of a man 45 years old who had had 
complete retention for three months. Examinations 
of the prostate and bladder were negative. At 
operation a small lobule was found on the posterior 
aspect of the neck of the bladder. Tearing through 
the urethra, about 3 gm. of cervical tissue were re- 
moved with great difficulty. On microscopic exam- 
ination this tissue proved to be of fibromuscular 
origin. The patient, who had suffered from dysuria 
for twenty years, is able to empty his bladder in two 
seconds. 

These three groups of cases show the variations 
from the enlarged prostate with definite adenomata 
to the “prostatic without prostate,” all with similar 
symptoms. 

The author believes that in prostatic disease the 
neck of the bladder becomes rigid and loses its 
flexibility and elasticity; in other words, it loses the 


ability to open itself. Hence the abnormal micturi- 
tion. These same alterations of the neck are found 
in cases with adenomata in which the mechanical 


obstruction is evident. For this reason Legueu re- 
moves the neck in all cases in the belief that the 
retention is due to its condition rather than to any 
other mechanical obstruction which may be present. 

The mechanism of incomplete obstruction is still 
unknown. 

Complete retention may be transitory or per- 
manent. It is transitory in cases in which the 
changes at the neck are not sufficient to excite the 
inhibition reflex steadily. P. R. Casettas, M.D. 


Young, H. H.: The Technique of Prostatectomy 
and Its Relation to Mortality: Report of 165 
Consecutive Cases of Perineal Prostatectomy 
without a Death. J. Am. M. Ass., 1922, lxxviii, 
933- 


Young’s article deals with his development of the 
technique of perineal prostatectomy and answers 
those who object to this operation and advocate the 
suprapubic route. 

Young first used the inverted V incision, aban- 
doning the median incision of Alexander, in 1903. 
To prevent hemorrhage and incontinence the pros- 
tate was exposed back of the external sphincter. 
With the use of a single-bladed tractor and an in- 
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verted V incision through the capsule, the prostate 
was removed in one piece. Later, by means of a 
double-bladed tractor and bilateral incisions, the 
lateral and middle lobes were removed. The ejacu- 
latory ducts and urethra were preserved. 

In 450 cases treated by this method there were 
only seventeen deaths. There was no incontinence, 
and injury to the rectum was rare. One of the 
deaths was due to vesical hemorrhage. In eight 
fatal cases autopsy showed severe renal lesions. In 
three others, in which autopsy was not performed, 
there were renal symptoms. 

Young adopted the inverted V incision in the cap- 
sule because occasionally small lobules were missed 
in the bilateral incisions, and because of the tech- 
nical difficulty in removing the three lobes sepa- 
rately. The incision into the urethra exposed the 
floor, verumontanum, and ejaculatory ducts. The 
incisions having been carried as far back on each 
side of the urethra as the middle lobe, the urethra 
was there divided. The prostate was then removed 
in one piece. A study of these cases showed that 
healing was not so rapid, and in a few a stricture 
developed. 

Young next tried a single lateral oblique incision 
made in the posterior surface near the left lateral 
margin and continued into the urethra. The urethra 
was opened widely on the left side. The left and 
median lobes were removed easily, but removal of 
the right lobe was difficult. 

This technique was therefore modified by an inci- 
sion almost parallel to the urethra and just external 
to the verumontanum and ducts on the left side. 
The prostatic urethra was widely opened. The 


‘mucous membrane along the inner surface of the 


right lobe was opened and the lateral lobes were 
freed with a blunt dissector and the index finger. 
The ejaculatory ducts and verumontanum being 
protected with the index finger, the mucous mem- 
brane covering the middle lobe was incised and the 
lobe freed. Enucleation was then completed and 
the prostate removed in one piece with the lobes 
free from mucous membrane. If a subregional lobe 
remained, it was excised, if necessary, with a curette, 
the tractor being removed and the index finger in 
the bladder bringing it into view. 

The sphincter is usually intact, and the mucous 
membrane extends from the vesical neck into the 
prostatic cavity. 

In some of the cases in which the prostate is fi- 
brous and adherent the bilateral incision is more 
satisfactory. 

In 166 consecutive cases treated during the past 
three years there were no deaths. Preliminary prep- 
aration and better technique are responsible for 
this improvement. 

In conclusion two points are brought out: 

1. Complete removal of the entire adenomatous 
prostate can be accomplished with complete pres- 
ervation of important anatomical structures. 

2. Visual inspection, the arrest of hemorrhage 
by ligation or packing, dependent drainage, avoid- 
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ance of sepsis, the prevention of distention of the 
bowels, and a decrease in the mortality are favored 
by the lower operation. Craupe D. Picxrett, M.D. 


Hinman, F.: Suprapubic Versus Perineal Pros- 
tatectomy. California State J. M., 1922, xx, 113. 


This article is based on 134 cases in the author’s 
practice. In Hinman’s experience, Young’s perineal 
prostatectomy excels the suprapubic operation in 
every respect. The mortality is lower (2.2 per cent 
as compared with 15 per cent) and its percentage of 
— is higher (83 per cent as compared with 38 per 
cent). 

In eighty-one consecutive unselected cases op- 
erated upon by the perineal route by Hinman there 
were no deaths and the results were successful. 
Recto-urethral fistula, perineal fistula, and incon- 
tinence have been absent in all of his later cases 
and in none were troublesome. In the longest 
period since operation, five years, there has been no 
recurrence of the prostatism. 

Hinman believes that the generally poor results 
which have been reported for Young’s perineal pros- 
tatectomy are directly attributable to inexperience 
of the operator rather than to the operation. Prop- 
erly performed, Young’s operation is an ideal sur- 
gical procedure. It presents, however, two tech- 
nical difficulties—the anatomical approach and 
the glandular enucleation. Errors in the first lead 
to injuries of the rectum and external sphincter, 
while errors in the second cause structural defects 
with persistence of the prostatism or its recurrence. 

The prevention of surgical errors in the anatomical 
approach comes through experience and a knowledge 
of the anatomy of the perineum. Structural defects 
may be prevented best by complete removal of the 
hyperplastic tissue. This can be done more certainly 
by the modified method of enucleation in which the 
mass is accurately dissected out intact under the 
direct control of the eye. In the twenty-five cases 
in which this perineal enucleation was done, the 
immediate and end-results were most gratifying, a 

. functional cure having been obtained in all. 
Louts Gross, M.D. 


MISCELLANEOUS 


Helmholz, H. F., and Millikin, F.: 
riology of the Normal Infant’s Urine. 
Dis. Child., 1922, xxiii, 309. 


The Bacte- 
Am. J. 


It has been rather generally accepted that the 
urine of normal infants frequently contains a small 
number of organisms that cannot be definitely ex- 
cluded as a contamination. The work of Ross, of 
Helmholz and Beeler, and of Kleinschmidt and 
others substantiates this view. Recently the entire 
question was reopened by Langer and Soldin who 
claim that all previous work in which liquid media 
were not used for the isolation of bacteria is open 
to criticism. In a series of 138 cases they isolated 
streptococcus lacticus 128 times, sixteen times with 
bacillus lactis aerogenes. Occasionally a single ex- 
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amination yielded a sterile urine, but on repetition 
bacteria were found. 

The infants from whom the urine was taken for 
this study ranged in age from 6 weeks to 16 months. 
All had normal temperatures and were normal or 
nearly normal in weight. All were free from infec- 
tion and disease as indicated by physical examina- 
tion. Some of them were entirely breast fed, others 
were breast and bottle fed, and still others were fed 
entirely on artificial food. 

All streptococci were subcultured in litmus milk. 
The streptococcus lacticus was identified by the 
method of Hastings of the University of Wisconsin 
which is based on the fact that the lacticoccus 
reduces the litmus before curdling the milk, while 
the other streptococci produce a pink curd in the 
milk without reducing the litmus. 

The studies reported were carried out on thirty- 
five male and thirty-five female infants. The find- 
ings are grouped as follows: 

1. All cultures negative. In this group there 
were thirty infants: seventeen females and thirteen 
males. It was possible to obtain enough urine for 
two specimens from only twenty-one. This group 
represents 40 per cent of the samples examined. In 
two-thirds of these the sterility of the urine was 
determined in duplicate on Specimens 1 and 2. If 
two specimens were obtained, only those in which 
all four were sterile are counted. 

2. Cultures in solid media negative, in liquid 
media positive. There were eleven cases in this 
group, six those of females and five those of males. 
The importance of this group is paramount in dis- 
proving the contention of Langer and Soldin that 
liquid media are essential for this work, as in only 
15 per cent did the use of such media make a differ- 
ence. 

3. Cultures in solid media positive, cultures in 
liquid media negative. Two of the three cultures in 
this group were unquestionable contaminations 
the third, with two colonies of streptococci, may or 
may not be. In this group there were two males 
and one female. 

4. All cultures positive. This group consisted of 
twenty-six infants, twelve females and fourteen 
males. In most instances all of the cultures showed 
growth, but occasionally one was negative. The 
number of bacteria to each cubic centimeter is of 
interest in that only six cases showed 100 or more 
organisms to each cubic centimeter of urine. Eight 
cases showed ten to 100 organisms to each cubic 
centimeter, and twelve showed less than ten col- 
onies. In fourteen instances a strain of streptococ- 
cus was isolated from the urine; in six instances it 
was definitely identified as streptococcus lacticus: 
in five instances it was not definitely identified; and 
in three instances it was identified definitely as not 
the lacticus. 

The error that creeps in through the constant 
danger of contamination even when all precautions 
are taken is such that the evidence obtained i: 
always open to criticism. The authors state that the 
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masses of streptococci shown in the illustrations of 
Langer and Soldin as coming from the kidney must 
have remained in the urinary tract for a long time 
in order to have grown out into long chains. As it 
is not probable that organisms would grow so 
rapidly in the urine and would not grow in more 
favorable media, a more plausible interpretation is 
that they were washed in from the urethra and 
urethral opening and were essentially contamina- 
tions. 

In conclusion it is stated that the urine of infants 
is sterile on culture in from one-third to one-half of 
the cases. The streptococcus lacticus is found in 
the urine of infants only exceptionally. The chances 
of contamination are so great that the presence of 
organisms in the urine does not prove without fur- 
ther control that they came from the kidney. 


Belfield, W. T.: The Anatomy of Gonorrhea in 
the Male: Principles of Treatment. J. Am. 
M. Ass., 1922, Ixxviii, 1290. 

The author gives an account of the evolution of 
the penis in vertebrates, pointing out its relationship 
to human pathology. 

At one stage in the cycle of evolution when there 
are two distinct systems, one exclusively seminal and 
the other exclusively urinary, it is the seminal sys- 
tem which is more prone to gonococcal infection. 

There are two types of defense against the gono- 
coccus: the antimicrobic and the antitoxic. When 


invaded by the gonococcus the urethra exhibits the 


155 


first type and the seminal duct the second. The 
futility of antitoxin defense against gonococci in 
the vesicles is seen in gonorrhoeal epididymitis. 
The antitoxin effect on infection in the vesicles is 
seen in a decrease of the urethral discharge at the 
height of the epididymal swelling, but when the 
swelling subsides, pus and gonococci again appear 
at the meatus as before. 

When gonococci invade the vesicles every factor 
is unfavorable for local defense as the lining con- 
sists of two layers of cells, there is no flushing with 
urine and no drainage, and the vesicles are closed 
sacs emptied only by their own contractions. On 
the other hand, the vesicles are admirably adapted 
for local medication. During the last nine years the 
author has injected acutely infected vesicles through 
vas puncture in eighty-three cases, continuing the 
usual treatment of the urethra and prostate. In 
none of these has epididymitis or arthritis developed, 
and in only four have gonococci been found after 
a month’s follow-up treatment of the urethra. In 
sixteen every sign of the disease vanished fourteen 
days after the injection. 

The physician inexperienced in the procedure 
should perform the original open operation and 
thus avoid the common mistake of injecting the 
sheath of the vas instead of the lumen. In the treat- 
ment of acute gonorrhoea the vesicles are injected, 
not as a routine measure, but only when vesicular 
infection is demonstrated by the finger in the rec- 
tum. FRANK HInMAN, M.D. 
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Payne, S. M.: Causes of the Loss of Vitreous 
Humor, Prolapse of the Iris, and Subsequent 
Membrane Formation in Cataract Extrac- 
tions. N. York M.J., 1922, cxv, 466. 


This article deals with the causes due to faulty 
technique only. The author takes up each step of 
the cataract operation in brief as follows: 

1. Vitreous humor may be lost as a result of 
frightening the patient with too many preliminary 
directions such as asking him to look up, down, to 
the right, to the left, etc. 

2. Usually during manipulation the fixation 
forceps are passed from one hand to another, two 
hands thus manipulating the same forceps at one 
time. As a result of this manipulation too much 
pressure is easily brought to bear upon the eye and 
the lens ligament is ruptured. 

3. After introducing the blade of the knife the 
operator often shifts his fingers and makes his 
counterpuncture too deep. This makes the section 
more difficult to cut, causes greater trauma to the 
iris, and produces greater pressure upon the eye, 
thus endangering the ligament. 

4. The patient is made to look down after the 
section is made; this causes the wound to gap, and 
if there is irritation from too wide separation of the 
lids or clumsy manipulation of the cystotome, the 
ligament is apt to be ruptured. 

5. The operator’s eye is taken from the operated 
eye frequently to change instruments, etc. 

6. Pressure on the lower part of the cornea is 
incorrectly made when the lens is removed. 

7. At the first dressing the operator is so anxious 
to examine the wound that he directs the patient 
to look down and at the same time holds the upper 
lid up. This often causes the wound to gap, and at 
the second dressing a prolapse may be found. 

In the author’s opinion the formation of mem- 
branes is due to iritis following extraction, and the 
iritis is due to infection or to trauma during the 
operation. Tuomas D. ALLEN, M.D. 


Moutier, F., and Guérin, A.: The Bulbar Syn- 
drome in Acute Intoxication Due to Intra- 
Orbital Injections of Cocaine (Le syndrome 
bulbaire dans lintoxication aigué par injections 
intra-orbital de cocaine). Presse méd., Par., 1922, 
XX, 335. 


Cocaine has three principal effects: analgesic, 
stimulative, and vasoconstrictor. The authors dis- 
cuss especially its action on the arterial pressure, 
respiration, the heart, and the nervous system. 

After a temporary descent the arterial pressure 
rises and remains high. The pulse, which is at first 
accelerated, becomes intermittent as the dosage is 


increased, and when very strong dosage is given the 
heart is arrested in systole. Under strong dosage 
respiration increases in frequency and decreases in 
amplitude. 

The action of cocaine on the nerve centers is 
believed by some to be similar to that of chloroform 
and ether. Strong dosage causes a bulbar intoxica- 
tion indicated by the appearance of vasoconstrictor, 
respiratory, and circulatory disturbances. 

The clinical picture of cocaine intoxication, which 
develops about two to five minutes after the in- 
jection, is characterized by mental disturbance, 
delirium, agitation, and loquacity. The patient 
then shows anguish with a livid pallor of the face 
and hands and considerable acceleration of the 
pulse. At the same time various motor disturbances 
arise, from simple trembling to tetanic convulsions, 
with dilation of the pupils, vertigo, faintness, and 
respiratory disturbances. These signs indicate the 
action of the cocaine on the bulb and usher in collapse 
or syncope which may end in death. In favorable 
cases the phenomena recede by degrees and disap- 
pear after a day or two. 

The author reports two clinical cases, the first 
that of a man of 38 years who was given an orbital 
injection of 1 c.cm. of 1:100 cocaine for the relief of 
severe suborbital neuralgia, the second that of a 
man of 32 years who was given an intra-orbital in- 
jection of 3 ctgm. of cocaine in 1 cm. of water. In 
both cases the successive phases of excitation, de- 
pression, and collapse were well marked and tachy- 
cardia persisted for several days. 

The therapeutic agents to be employed in cocaine 
intoxication are oxygen and ether. The action of 
oxygen is clearly inferior to that of ether which, 
though of brief duration, is extremely rapid and 
complete. The dose should be repeated until 30 to 
35 c.cm. is reached as in the second case cited by 
the authors. In this case the condition had been 
present for fifteen hours and the patient appeared 
as if on the point of death but recovery began 
after copious vomiting. W. A. BRENNAN. 


Harman, N. B., and MacDonald, P.: Detachment 
of the Retina Probably Due to Exposure to 
Light During an Eclipse. Brit. M.J., 1922, i, 637. 


The author’s patient, a professional man, aged 54, 
viewed the eclipse on April 8, 1921, with the right 
eye, through a piece of cinematograph film and also 
through a tunnel formed by his hand. Half an 
hour after the exposure he saw sparks with that 
eye and on the next day this sensation was worse. 
Three days later he noticed that the sight of the 
right eye downward and toward the right was 
somewhat obscured. This also became worse. At 
examination made April 13 a large detachment was 
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found which, hanging down, obscured the disc and 
macula. 

The patient refused operation and as the physi- 
cians were uncertain of the condition of the macula, 
it was not strongly urged. He was confined to bed 
for six weeks. Two days after he was first seen a 
few fine vitreous opacities were visible. By May 26 
the vitreous was full of fine dust-like opacities; the 
detachment had practically recurred completely 
and in the macular region there was a small, hard, 
opaque elevation about the size of the disc. In 
time this became steadily smaller and there appeared 
glistening lines radiating from it to the remains of 
the detachment above. This sequence of events 
seemed to point to severe trauma of the macular 
region consequent on exposure to sunlight as the 
cause of the detachment. Tuomas D. ALLEN, M.D. 


Coppez, H.: Lesions of the Optic Nerves Consec- 
utive to Endonasal Affections (Note sur les 
lesions des nerfs optiques consécutives 4 des affec- 
tions endonasales). Bull. Acad. roy. de méd. de 
Belg., 1922, ii, 5s., 121. 

According to the statistics of recent years, an 
endonasal condition is the causative factor in only 
3 or 4 per cent of cases of retrobulbar neuritis, but 
as about 4o per cent of the cases are classed as of 
unknown origin, many of the latter may be due to 
an unrecognized or latent endonasal condition. 

Coppez reports twelve cases which show that 
atrophy of the optic nerve may be of endonasal 
origin; that this etiology, obscure at first, is demon- 
strable diaphanoscopically and roentgenographical- 
ly; and that early operation may cause. an improve- 
ment in vision. The impression received from ex- 
ploration in the course of operation is that an 
increase in the volume of the ethmoidal and sphe- 
noidal bodies participates in the process, causing 
compression of the optic nerve. Another aggra- 
vating circumstance to which sufficient attention 
has not been directed is compression of the optic 
nerve by the ophthalmic artery. W. A. BRENNAN. 
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EAR 


Renaud, M., and Arbeltier, R.: The Frequency 
and Severity of Otitis and Suppurations of 
the Petrous Bone in Nurslings (Frequence et 
gravité des otites et des suppurations du rocher chez 
les nourrissons). Bull. Acad. de méd., Par., 1922, 
Ixxxvii, 395. 

When a diagnosis of otitis is delayed until pus 
is discharged from the auditory canal the disease 
is recognized in only about 8 per cent of nurslings in 
a children’s clinic, but when detailed and repeated 
examinations are made and when tympanic punc- 
tures are carried out in all doubtful cases the con- 
dition is recognized more frequently. The authors 
found seventy-three cases of otitis in the examination 
of 102 nurslings and in every instance it was Jf a 
severe type. In the out-patient department of the 
hospital thirty-six cases of otitis were observed in 
112 nurslings brought for various causes. The dif- 
ference between the hospitalized and out-patient 
percentages is due to the fact that the children 
hospitalized were those in whom the disease was 
advanced. Of the twenty-nine admitted to the hospi- 
tal in whom otitis was not found, twenty: left the 
hospital in excellent condition and nine in fair 
condition, but of the seventy-three who had otitis, 
fifty-nine died and only fourteen were cured. 

Otitis is extremely frequent in children and very 
often severe. Its frequency and gravity in nurs- 
lings places it in the front rank of children’s diseases. 
Two deductions may be drawn. The first is that 
infection in the new-born plays an important if not an 
essential réle in the etiology and that the point of 
origin of the infection is the nasopharynx. Of every 
ten nurslings brought to the clinic seven or eight 
are infected. 

The second deduction is that, since localization of 
the infection in the ears is a tenacious complication 
with a grave prognosis and little tendency to sponta- 
neous recovery, the ears should always be examined 
systematically when the symptoms are apparently 
early. W. A. BRENNAN. 














THROAT 


Jackson, C.: Ventriculocordectomy: A New Op- 
eration for the Cure of Goitrous Paralytic 
Laryngeal Stenosis. Arch. Surg., 1922, iv, 257. 


One of the results of goiter is a bilateral abductor 
laryngeal paralysis which results in dyspnoea 
necessitating a tracheotomy. 

In order to establish respiration through the 
larynx and enable the patient to discard the trache- 
otomy tube, the author has devised the operation of 
ventriculocordectomy, which consists in the endo- 
scopic removal of the anterior portion of the cord 
with its supporting tissues. For successful results 
this procedure must be limited to cases totally free 
from cicatricial stenosis. 

Recent onset of the bilateral abductor paralysis 
is a contra-indication because until a year has 
elapsed one cannot be sure that some degree of 
mobility will not reappear. If a low tracheotomy 
has been performed for the dyspnoea resulting from 
the abductor paralysis, nothing will be lost by delay. 
If a faulty tracheotomy has been performed, a low 
tracheotomy should be done and the upper fistula 
allowed to close. 

In the author’s cases no anesthetic was given to 
children; in the cases of adults cocaine was painted 
on with a swab and 14 gr. of morphine was given an 
hour before the operation. 

The larynx is exposed with the direct laryn- 
goscope and through the latter the punch forceps 
is inserted. The ventricular band is elevated and 
the forceps applied from the median line laterally. 
The floor of the ventricle and part of the mucosa of 
its outer wall are removed at one clip. A clean cut 
is necessary. Great care is taken to avoid proceed- 
ing too far outward between the thyroid and cricoid 
cartilages lest the crico-arytenoideus lateralis be 
injured. 

No after-treatment is necessary. One side is 
operated upon at a time, the second side about three 
weeks after the first. 

The duration of the endoscopic part of the opera- 
tion on one side only is never more than one minute. 
The method of determining when the tracheotomy 
tube can be dispensed with is thus described: 

Decannulation is accomplished by the author’s 
system of corking. When the laryngeal airway 
seems ample the partial corking of the cannula is 
begun. The use of ordinary corks of bark or rub- 
ber, which are friable, involves the risk of aspiration 
of fragments. A chemist’s cork of good rubber, 


with a central perforation, is sometimes obtain- 
able to fit an adult cannula, but for general use 
it is better to use what is known to the rubber 
trade as “pure cord” of suitable diameter, and 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


158 


from this to grind a proper cork on an emery 
wheel. One side should be ground off flat or grooved 
to permit leakage of air past the cork to the desired 
degree. At the Bronchoscopic Clinic a half cork is 
usually employed at first. New corks are then made 
from time to time with less and less by-passage 
space until the whole cork, completely occluding 
the cannula, can be worn night and day. The cork 
is worn in the outer cannula and for convenience 
has a braided silk tether to prevent loss. With a 
proper cannula there is sufficient room around it in 
the trachea for the air to pass upward to the larynx 
without the very objectionable fenestrum. The 
cannula should not be abandoned until after the 
patient has been able to wear a full cork night and 
day for a month. 
Seven case reports are added. 
O. M. Rott. M.D. 


MOUTH 


Veau, V., and Lascombe, J.: The Treatment of 
Complex Bilateral Harelip (Traitement du _ bec 
de liévre bilatéral complexe). J. de chir., 1922, xix, 
113. 


In the treatment of harelip the authors employ 
Jalaguier’s technique, but they have made two 
modifications, viz., section of the osseous pedicle of 
the intermaxillary bone and preservation of the 
mucosa of the tubercle. The Jalaguier operation 
consists of a first stage in which the tubercle is 
pushed back and the soft parts are approximated, 
and a second stage in which the lip is reconstructed. 
The division of the operation into stages greatly 
reduces the operative shock and makes it possible 
to apply the procedure to much younger children. 

In the first stage, section of the pedicle of the inter- 
maxillary bone is the most important step. In the 


Fig. 1. Outline of gap in the nasal fosse of an infant 3 
months old with a complex bilateral harelip. Cuneiform re- 
section of the vomer to show that after the tubercle has 
been pushed back the salient of the nose is effaced. This 
procedure should not be used. 


























Fig. 2. Outline of a correct incision of the pedicle of the 
intermaxillary bone to show that after the reduction the 
salient of the nose is not changed. 





a 
Fig. 3. Reconstruction of the lip. Tracing of incisions. 


authors’ opinion, cuneiform section as done by Blan- 
din and Mirault is to be condemned because it 
ruptures the arch of the vomer which forms the 
salient of the nose. Horizontal section of the neck 
of the intermaxillary bone is preferable. If the 
child is in good condition the second stage of the 
operation may be done two or three months after 
the first. W. A. BRENNAN. 


New, G. B., and Figi, F. A.: Actinomycosis of the 
Tongue. Am. J. M. Sc., 1922, clxiii, 507. 


Of 127 patients with actinomycosis examined at 
the Mayo Clinic from January 1, 1910, to January 
1, 1921, the disease occurred in the head and neck 
in sixty-three, and in three of these it occurred 
primarily in the tongue. 

Bollinger (1877) recognized actinomycosis as a 
pathologic entity. Harz named the organism the 
“ray fungus” or “actinomyces.” Israel, in 1878, 
recognized the organism as the cause of the disease 
in man. 

Actinomycosis rarely occurs primarily in the 
tongue, although this organ is undoubtedly more 
often involved than is indicated by the authors’ 
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data. Four hundred and thirty-seven tumors of the 
tongue, of all types, have been examined at the 
Mayo Clinic. Of these, 300 were malignant, 100 
benign, and thirty-seven inflammatory. The three 
cases of actinomycosis of the tongue constituted 
0.7 per cent of the entire number. 

Actinomycosis is common among cattle and hogs. 
Claus estimates the incidence of the condition of 
the tongue in cattle as 29 per cent of all actinomy- 
cotic infections, and Leclerc gives it as 18 per cent. 
Von Hollandt notes that 5 per cent of the tongues 
of slaughtered hogs show definite, encapsulated 
actinomycotic nodules. It seems logical to attribute 
the more frequent occurrence of the infection in 
animals as compared with man to the fact that 
animals come into more direct contact with the 
infectious material in grains and grasses. 

Bostroem was able to demonstrate foreign bodies 
within the nodules in nearly all of the recent cases. 
That foreign bodies may not be the only source of 
infection is quite evident since the fungus has been 
demonstrated in the cavities of carious teeth in 
healthy persons and the tongue is exposed to injury 
by such teeth. 

Thirty-five cases of primary actinomycosis of 
the tongue were collected from the literature. 
Twenty-seven were those of males and ten those of 
females. In one case report no data were given. 
Actinomycosis occurs as a rule in adults. Only one 
case has been observed in which it was found in a 
person under 20 years of age. 

The condition is more common in farmers and 
persons whose rural life exposes them to infection. 
Records of the occupations of twenty-seven patients 
show that fifteen (53-++per cent) were connected with 
rural life, and thirteen (46+-per cent) were not con- 
nected with rural life. 

The clinical history of actinomycosis of the tongue 
varies in different cases. As a rule there is a single 
nodule from 1 to 1.5 cm. in diameter in the an- 
terior half of the tongue, often near the tip. The 
condition may be acute in onset with severe pain, 
throbbing, local tenderness, general malaise, and 
elevation of the temperature. It may develop in- 
sidiously during the course of several months or 
even three or four years. Enlargement of the 
regional lymph nodes has been observed, but in 
these only staphylococci, never actinomyces, have 
been found. 

The diagnosis must be based on the clinical pic- 
ture and confirmed by microscopic examination. 
It is best to excise the entire nodule for diagnosis. 
Grossly, the lesion must be distinguished from 
tertiary syphilis, tuberculosis, epithelioma, inflam- 
matory cyst, and fibroma. 

Pathologically, a small nodule enclosed in a 
fibrous capsule will usually be found near the dor- 
sum of the tongue unless the whole thickness is 
involved. The nodule often becomes infected 
secondarily with abscess formation. The overlying 
mucous membrane may appear normal, yellowish, 
or elevated and tense. It rarely ulcerates. 
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The treatment is medical and surgical. Injections 
of various antiseptics have been given with benefit. 
Potassium iodide internally is of definite value, but 
incision or spontaneous rupture followed by the 
administration of potassium iodide produced much 
more rapid and satisfactory results. Surgical treat- 
ment alone or combined with medical treatment 
seems to be the rational procedure. In the authors’ 
cases excision with primary suture was done. This 
is the treatment of choice when a discrete isolated 
nodule is present. If the abscess is too large for 
excision, drainage with or without curettage is 
advisable. Daily swabbing of the wound with 
tincture of iodine, packing with iodoform gauze, 
the administration of large doses of potassium 
iodide, and the use of radium, as employed in the 
Mayo Clinic in all cases of actinomycosis of the 
head and neck, are of distinct benefit. 

The prognosis varies with the stage of the process 
and the clinical picture at the time of the examin- 
ation. It is most favorable in cases in which a small 
nodule is found near the tip of the tongue and less 
favorable when the nodule is near the base of the 
tongue, or a diffuse abscess is present. 

Frenco K. HanseEt, M.D. 


Veau, V.: The Anatomical and Functional Results 
of Staphylorraphy (Les résultats anatomiques et 
fonctionnels de la staphylorrhaphie). Buil. et mém. 
Soc. de chir. de Par., 1922, xviii, 357. 

The author gives the statistics of the staphy- 


lorraphies performed in a children’s hospital during 
a period of eleven years. Of seventy-seven such 


cases forty were operated upon by Jalaguier and 


thirty-seven by Veau. Thirty-seven of the cases 
(48 per cent) in which a single operation was done 
for palatal division have been completely cured. 
Many of these children had a median orifice at the 
juncture of the palatal vault and velum which 
closed spontaneously after cauterization. In twenty- 
seven cases (36 per cent) there was partial disunion, 
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and in the majority this was in front of the velum. 
In twelve cases (15 per cent) there was total dis- 
union. 

There was only one case of postoperative death. 
The cause of this was infection. The statistics 
reported by others give the incidence of complete 
cure of the defect as from 48 to 85 per cent. 

Among the cases not cured by the first operation 
the breach in many instances was closed by a second 
operation. Thirteen children were cured after two 
operations, three after three, and three after four 
operations. The final results were a complete 
anatomical cure in 74 per cent of the cases, an in- 
complete cure in 13 per cent, and a total failure in 
3 per cent. 

While the results may be good as far as 
the surgery is concerned, the functional results are 
poor. Forty of the cases operated upon have been 
traced and examined. In only one of four is there 
a long and mobile velum. In ten cases (25 per cent) 
improvement in speech occurred either immediately 
or within a period of six months of phonetic educa- 
tion, and in 15 per cent it became apparent after a 
longer period. In 60 per cent there was no improve- 
ment. 

All of the children who have shown no improve- 
ment after operation have a short, thin, and immo- 
bile velum. 

The author finds that when Trélat’s method is 
used cicatricial retraction is constant. This is an 
important cause of palatal insufficiency, and is the 
more marked the less mobile the velum. 

The following rules for a good staphylorrhaphy 
are given: 

1. Do not leave any bleeding surface in the upper 
nasal portion of the reconstructed palate. 

2. Preserve all of the contractile elements by 
avoiding section of muscular fibers. If the muscles 
pull, make the sutures stronger to resist the tension. 
To this end pass silver wire horizontally in the 
depths of the velum. W. A. BRENNAN. 
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